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RURAL  HEALTH  CARE:  ENHANCING  SERVICE 

DELIVERY 


SUNDAY,  OCTOBER  9,  1994 

House  of  Representatives, 

Human  Resources  and 
Intergovernmental  Relations  Subcommittee 
OF  the  Committee  on  Government  Operations, 

Estancia,  NM. 

The  subcommittee  met,  pursuant  to  notice,  at  1:30  p.m.,  at  Tor- 
rance County  Courthouse,  Estancia,  NM,  Hon.  Edolphus  Towns 
(chairman  of  the  subcommittee)  presiding. 

Present:  Representatives  Edolphus  Towns  and  Steven  SchifF. 

Also  present:  Cherri  L.  Branson,  associate  counsel;  Martine  M. 
DiCroce,  clerk;  and  Martha  B.  Morgan,  minority  professional  staff. 
Committee  on  Government  Operations. 

OPENING  STATEMENT  OF  CHAIRMAN  TOWNS 

Mr.  Towns.  The  Subcommittee  on  Human  Resources  and  Inter- 
governmental Relations  will  come  to  order. 

Today's  hearing  is  the  last  of  a  series  of  health  care  hearings 
held  by  this  subcommittee  during  the  103d  Congress.  I  know  of  no 
State  that  presents  more  interesting  and  challenging  issues  in  the 
health  care  arena  than  New  Mexico.  This  is  a  State  with  one  of  the 
most  ethnically  diverse  populations  in  the  United  States.  This  is  a 
State  that  also  has  one  of  the  highest  numbers  of  uninsured  resi- 
dents and  a  State  where  a  number  of  counties  have  no  physicians. 

Given  these  health  characteristics,  it  is  clear  that  delivery  of 
health  care  services  is  a  major  issue  for  New  Mexico. 

Often  we  establish  policies  without  knowing  what  the  impact  of 
those  policies  will  be  on  different  regions  and  communities.  Today, 
we  are  here  to  learn  more  about  the  special  concerns  of  both  practi- 
tioners and  patients  in  rural  communities.  As  we  look  at  health 
care  reform  in  the  next  Congress,  we  must  acknowledge  that  solu- 
tions to  the  health  problems  of  inner  cities  may  not  work  in  rural 
and  frontier  areas  and  vice  versa. 

For  example,  will  managed  care  work  in  a  rural  setting?  How 
can  we  meet  the  needs  of  special  rural  populations,  like  children, 
seniors,  and  linguistic  minorities?  Can  we  ever  hope  to  bring  a  suf- 
ficient number  of  health  care  professionals  into  the  rural  areas? 
And  if  we  can  recruit  them,  how  do  we  get  them  to  stay  once  we 
get  them  there? 

I  am  pleased  to  be  here  today  in  Torrance  County  to  learn  first- 
hand about  the  unique  health  care  delivery  issues  you  face  in  this 
area.  While  I  represent  an  urban  district  in  Brooklyn,  NY,  I  was 
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born  in  a  rural  community  in  North  Carolina,  so  I  am  sympathetic 
to  many  of  the  concerns  that  the  witnesses  have  voiced  in  their 
written  testimony. 

I  would  like  to  thank  my  colleague  and  friend,  your  Congress- 
man, Steve  SchifF,  for  inviting  me  here  to  hear  your  concerns.  I 
look  forward  to  hearing  your  testimony. 

At  this  time  I  would  like  to  yield  to  the  ranking  member  of  the 
subcommittee  for  any  comments  that  he  might  have  at  this  time. 
Congressman  SchiflF. 

Mr.  ScHiFF.  Thank  you,  Mr.  Chairman.  I  have  a  few  opening  re- 
marks. The  first  is  to  welcome  you  personally  and  your  staff  here 
to  New  Mexico.  We  are  always  glad  to  have  you  here.  Hope  you  re- 
turn again. 

I  want  to  take  a  moment  first  to  explain  exactly  what  we  are 
doing  here  and  what  the  purpose  of  this  hearing  is.  We  are  the 
subcommittee  of  the  House  Committee  on  Government  Operations 
called  the  Subcommittee  on  Human  Resources  and  Intergovern- 
mental Relations. 

The  Government  Operations  Committee  is  the  general  oversight 
committee  of  Congress.  There  are  different  committees,  of  course, 
with  different  specific  responsibilities,  from  the  Armed  Services 
Committee  to  the  Appropriations  Committee  that  have  specific  day- 
to-day,  this  is  what  they  are  going  to  do,  responsibilities. 

In  our  particular  case,  the  Government  Operations  Committee,  is 
the  general  oversight  committee.  It  is  our  job  to  look  into  and  see 
how  things  are  going  in  virtually  all  the  areas  that  the  Federal 
Government  has  a  responsibility  for,  and  through  hearings,  to  let 
our  colleagues  in  Congress  know  what  is  the  situation  on  the  sub- 
jects that  we  select. 

Our  subcommittee  has  jurisdiction  in  particular  over  the  two 
major  health  care  programs  of  the  U.S.  Government,  the  Medicare 
and  Medicaid  programs.  We  also  have  oversight  over  the  entire 
Veterans'  Administration,  which  includes  the  Veterans'  Adminis- 
tration Hospital.  So  that  is  a  pretty  big  chunk  of  existing  health 
care  for  which  we  are  responsible  to  look  at.  And  that  has  meant 
that  our  subcommittee  has  been  a  player  in  the  recent  debate  on 
health  care,  and  will  continue  to  be,  I  think,  because  I  think  that 
subject  will  be  picked  up  in  the  next  Congress,  in  January. 

More  particularly,  one  of  the  subjects  that  has  come  to  mind  is 
rural  health  care  issues.  And  what  I  have  found  is  that  in  rural 
America,  and  much  of  the  American  population  still  lives  in  rural 
areas,  the  issues  are  not  only  the  issues  that  are  talked  of  fre- 
quently, such  as  what  is  the  cost  of  medical  care,  what  is  the  cost 
of  insurance,  can  people  be  eligible  and  denied  insurance?  Same  is- 
sues exist  in  urban  areas,  like  Albuquerque  or  Brooklyn,  but  there 
are  more  in  rural  areas. 

Rural  areas  have  additional  problems  particularly  of  access.  It 
does  not  matter  very  much  the  ultimate  decision  that  is  made  in 
terms  of  how  to  provide  specialists  economically  to  the  American 
public,  such  as  orthopedic  surgeons  or  whatever  they  might  be,  if 
no  specialist  lives  within  10,  20,  30,  50,  or  100  miles  of  the  people 
who  need  the  assistance. 

Access  can  be  denied  not  only  by  economics,  which  is  the  most 
frequently  mentioned  obstacle,  but  by  the  availability  of  practition- 
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ers  and  of  advanced  medical  facilities  and  advanced  medical  equip- 
ment, which  may  not  be  located  nearby  to  a  ultimately  large  per- 
centage of  the  population. 

So  mat  is  an  issue  in  and  of  itself.  It  is  not  to  say  the  issues  that 
make  the  newspapers  more  frequently  are  not  important.  I  think 
thev  are.  But  this  is  a  completely  different  issue  that  needs  to  be 
addressed  while  we  are  looking  at  the  issue  of  health  care.  And 
that  is  why  I  proposed,  when  the  chairman  indicated  a  continuing 
interest  in  this  area,  I  proposed  and  invited  the  subcommittee  to 
New  Mexico,  because,  although  I  personally  live  in  Albuquerque,  in 
my  district,  much  less  much  of  the  rest  of  the  State,  there  are  a 
number  of  rural  areas  and  rural  citizens. 

In  fact,  although  I  do  not  represent  Fort  Sumner  anjrmore  be- 
cause of  redistricting,  I  did  represent  them  for  the  beginning  of  mv 
terms  in  Congress,  and  they  do  not  call  themselves  rural.  They  call 
themselves  frontier  over  there.  We  have  areas  like  that,  too.  That 
is  their  word.  I  did  not  invent  that. 

So  I  just  want  to  say  there  is  another  issue  here  completely.  How 
do  we  get  people  health  care  services  when  they  live  away  from 
where  the  practitioners  generally  live?  More  particularly,  how  do 
we  get  the  practitioners  to  live  where  the  rest  of  this  population 
lives? 

So  that  is  why  I  very  much  appreciate  this  hearing  and  appre- 
ciate your  selecting  New  Mexico  to  have  this  hearing.  And  just  one 
other  word.  I  want  to  thank  the  county  of  Torrance  for  allowing  us 
the  use  of  the  courthouse.  I  see  Commissioner  Spencer  there.  I  do 
not  see  £iny  other  county  commissioners  here,  but  I  want  to  thank 
the  entire  coxmty  commission  and  officials  of  the  courthouse  and 
other  coimty  officials  of  Torrance  County  for  permitting  us  the  use 
of  this  facility. 

And  with  that,  Mr.  Chairman,  I  will  yield  back  to  call  the  panel. 
Mr.  Towns.  All  right.  Thank  you  very  much  for  your  opening 
statement  and  your  kind  words. 
At  this  time,  let  me  call  the  witnesses. 

Our  first  panel,  Wilhelmina  Robertson,  Torrance  County  coordi- 
nator of  rural  health  care,  will  you  please  come  forward  to  the  wit- 
ness table;  Jesus  Lopez,  please  come  forward.  Mr.  Lopez  is  director 
of  Emergency  Medical  Services  in  region  I;  and  Jim  McMichael, 
senior  citizens  representative,  if  you  wfll  come  forward. 

Let  me  again  welcome  you  to  the  witness  table  and  to  say  we 
have  your  testimony,  whicn  will  be  included  in  the  record,  so  if  you 
will  just  summarize  within  5  minutes.  What  we  have  done  to  help 
you  with  the  time,  we  have  a  light;  it  starts  out  on  green  and  after 
5  minutes  it  becomes  red.  I  know  sometimes  we  get  carried  away 
and  we  lose  track  of  time,  and  I  understand  that,  I  am  guilty  of 
that  myself,  so  that  is  the  reason  why  we  have  this  timer  here  with 
us. 

So  why  don't  we  start  with  you,  Ms.  Robertson.  You  can  be  first. 

STATEMENT  OF  WILHELMINA  ROBERTSON,  COORDINATOR, 
RURAL  AND  MATERNAL  AND  CHILD  HEALTH  CARE,  TOR- 
RANCE COUNTY,  NM 

Ms.  Robertson.  I  would  like  to  thank  Mr.  Chairman,  Represent- 
ative Schiff,  and  the  committee  for  allowing  me  to  present  this  tes- 
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timony  and  recap  what  I  submitted  in  my  testimony.  My  testimony 
looks  at  problems  in  Torrance  County,  ways  that  we  have  at- 
tempted to  solve  those  problems,  and  also  several  initiatives  that 
should  be  included  in  health  reform  discussion  in  the  future. 

I  concur  with  Representative  Schiff,  that  access  is  a  primary 
problem.  I  look  at  four  A  words:  access,  affordability,  availability, 
and  acceptability  of  the  services  that  we  provide. 

Moriarty,  the  closest  neighboring  city  to  Albuquerque  in  Tor- 
rance County,  is  about  39  miles  away.  As  we  go  down  the  county 
to  Mountainair,  the  distance  becomes  even  greater.  So,  of  course, 
access  to  services,  especially  specialists,  is  very  important. 

I  cited  in  my  testimony  that  there  is  no  hospital  in  Torrance 
County.  There  are  also  no  obstetricians,  pediatricians,  or  nursing 
homes  within  the  county.  There  are  several  gaps  in  the  services 
that  we  provide. 

As  far  as  affordability,  available  services  within  the  county,  espe- 
cially the  ones  that  provide  services  to  Medicaid  clients  or  clients 
that  are  indigent  and  cannot  afford  to  pay,  are  extremely  limited 
also. 

For  sake  of  time,  my  testimony  goes  on  to  cite  other  problems. 
However,  I  would  like  to  talk  briefly  about  poverty  within  this 
county. 

Torrance  County  is  1  of  the  10  poorest  counties  in  New  Mexico. 
Individuals  that  have  limited  funds  are  not  able  to  pay  for,  or  se- 
cure transportation  to  get  to  existing  services,  as  well  as  many 
other  problems  arise. 

As  far  as  solutions,  when  I  came  to  the  county,  I  was  able  to 
work  with  and  help  to  establish  a  council.  This  council  is  the  Coim- 
ty  Health  Council,  and  its  primary  function  was  to — is  and  was — 
to  help  improve  the  health  and  well-being  of  all  Torrance  County 
residents.  The  reason  I  think  this  council  is  extremely  important 
is  because  we  realize  that  resources  at  the  State  and  Federal  level 
are  extremely  limited.  Unless  we  all  could  come  together  and  come 
up  with  a  concerted  way  of  trying  to  address  problems  and  decide 
what  coidd  be  done  with  the  limited  resources  that  we  had,  we 
were  going  to  be  in  serious  trouble. 

This  particular  council  has  been  able  to  work  with  all  of  the  pro- 
viders within  our  counties  to  come  up  with  long-term  plans  to  try 
to  solve  some  of  the  problems  that  surround  access,  affordability, 
acceptability  and  accessibility. 

As  far  as  initiatives,  with  poverty  as  the  leading  factor  contribut- 
ing to  most  of  the  problems  in  Torrance  County,  I  strongly  rec- 
ommend universal  coverage,  especially  here  in  Torrance  County. 

I  also  recommend  that  in  covmties  such  as  ours,  where  there  is 
no  hospital,  that  the  emergency  medical  services  and  the  primary 
care  system  that  is  available  work  together  to  establish  comprehen- 
sive, identifiable  and  organized  systems  of  24-hour  care  in  lieu  of 
trjdng  to  establish  a  hospital. 

Also,  I  would  like  to  see  100  percent  tax  deduction  for  individuals 
that  are  self-employed.  In  Torrance  County  there  are  a  lot  of  indi- 
viduals that  own  their  own  businesses — ^ranchers,  farmers — and 
that  would  be  an  incentive  that  would  be  well-received.  Also,  pre- 
mium costs  should  not  be  higher  for  individuals  that  have  hazard- 
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ous  occupations  or  poor  health  or  preexisting  conditions.  These 
types  of  individuals  are  probably  higher  in  Torrance  County. 

Even  though  I  do  not  have  any  stetistics  to  prove  that  point,  just 
in  general  discussions  with  individuals  that  have  preexisting  condi- 
tions, this  would  also  be  important. 

I  will  yield  testimony  at  this  time. 

Mr.  Towns.  Thank  you  very  much.  And  your  entire  statement 
will  be  included  in  the  record  as  well. 
Ms.  Robertson.  OK. 

[The  prepared  statement  of  Ms.  Robertson  follows:] 

Prepared  Statement  of  Wilhelmina  Robertson,  Coordinator,  Rural  and 
Maternal  and  Child  Health  Care,  Torrance  County,  NM 

My  name  is  Wilhelmina  Robertson.  I  am  the  Coordinator  for  Rural  and  Maternal 
and  Child  Health  Care  in  Torrance  County.  Coordinator  responsibilities  include 
such  things  as  managing  the  day-to-dav  operations  of  the  Torrance  County  Maternal 
and  Child  Health  Project  OHioe  located  in  Moriarty  and  serving  as  facilitator  for  the 
Torrance  County  Health  Council.  I  also  assumed  responsibility  for  leading  collabo- 
rative discussions  and  writing  the  1992  Torrance  County  Maternal  and  Child 
Health  Comprehensive  Plan  and  upcoming  1994  Torrance  County  Rural  Health 
Care  Practice  Model.  Serving  in  these  roles  has  provided  me  with  the  following  in- 
sights: 

TORRANCE  COUNTY'S  RURAL  HEALTH  CARE  PROBLEMS 

There  are  serious  health  care  problems  in  Torrance  County.  Some  of  the  most  ex- 
treme are  as  follows: 

1)  The  county  lacks  an  identifiable,  organized  ^stem  of  health  referral  and  care, 
including  dental  care  and  a  health  education  component  to  provide  the  knowledge, 
skills,  and  capacity  to  assure  that  residents  can  assume  greater  personal  respon- 
sibility for  improving  and  maintaining  optimal  health  for  themselves  and  their  fami- 
Ues,  and  use  prevention  services,  practices,  and  facilities  appropriately.  Some  press- 
ing service  gaps  include  the  foUowmg: 

•  There  is  no  hospital  in  the  county. 

•  There  is  no  nursing  home  in  the  county. 

•  There  are  no  obstetricians  or  pediatricians  in  the  county. 

•  There  is  only  one  perinatal  case  manager. 

•  There  is  only  one  provider  accepting  a  sliding  fee  and  Medicaid  for  dental  serv- 
ices. 

•  There  are  no  midwifeiy  services  located  within  the  county. 

•  After  hours  services  are  extremely  limited. 

•  There  is  an  inadequate  number  of  foster  homes  and  counseling  services  for 
school-aged  children.  Children  make  up  32%  of  Torrance  County's  population. 

Hospital  Rx)fessional  Shortage  Area  data  prepared  by  New  Mexico  Health  Re- 
sources reported  that  additional  primary  care  physicians  are  a  hig^  priority  need 
in  Torrance  County. 

2)  The  county  also  has  no  inpatient  and  extremely  limited  outpatient  mental 
health  and  alcohol  and  drug  services.  This  creates  hardships  and  results  such  as 
the  following: 

a)  The  number  two  treatment  diagnosis  in  the  Mountainair  Family  Health  Clinic 
is  depression,  b)  Observed  deaths  for  suicide  are  over  2  times  higher  than  expected 
for  the  aggregate  period  of  1990  to  1992,  and  significantly  higher  than  the  state's 
rate. 

3)  Many  residents  lack  health  insurance.  Approximately  43%  of  the  surveyed  re- 
spondents revealed  they  lack  private  health  insurance.  This  is  nearly  double  the  Na- 
tional average — only  1/4  of  all  Americans  do  not  have  health  insurance.  There  are 
severfd  reasons  why  they  lack  insurance:  a)  Large  Albuquerque-based  HMO  compa- 
nies such  as  FHP  ao  not  provide  insurance  coverage  to  Torrance  County  residents, 
b)  Premiums  are  too  high,  c)  A  large  proportion  of  the  residents  are  denied  because 
of  pre-existing  conditions,  poor  health  records,  and  hazardous  occupations,  d)  Some 
residents  cannot  drive  or  do  not  have  adequate  transportation  to  travel  to  HMOs 
such  as  Lovelace  and  specialists  in  Albuquerque. 

4)  Many  residents  cannot  afford  the  costs  associated  with  health  care.  Torrance 
County  is  one  of  the  ten  poorest  counties  in  New  Mexico.  The  1990  census  revealed 
that  23.3%  of  Torrance  County  families  live  in  poverty.  The  New  Mexico  Kid's  Count 
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Book  reported  a  6%  decrease  in  per  capita  income  (adjusted  for  inflation)  from  1980 
to  1990.  The  same  source  also  reportea  a  4.78  increase  in  the  percent  of  people  t^at 
are  unemployed— 1982  (5.4%),  1992  (10.1%).  According  to  the  1980  census  report, 
the  economy  is  dependent  on  residents  who  commute  to  jobs  in  Albuquerque  and 
Santa  Fe,  or  work  as  farmers,  ranchers,  own  small  businesses,  work  in  government, 
public  utUities,  retail  trade,  or  service  jobs  in  Torrance  County. 

5)  Many  residents  are  not  exercising  regularly  and  maintaining  proper  diets.  A 
sedentary  lifestyle  is  the  primary  risk  factor  for  illnesses  such  as  Heart  disease  and 
cancer.  For  the  aggregate  period  1990  to  1992,  heart  disease,  cancer,  and  accidents, 
the  leading  causes  of  death,  accounted  for  60%  of  all  deaths.  Adjusted  rates  for  the 
same  period  reveal  that  the  levels  of  mortality  are  hi^er  than  the  state's  rate  for 
males  and  the  15-24  and  45-54  age  groups.  In  addition,  the  years  potential  life  loss 
(YPLL)  rate  for  1990-1992  is  simificantiy  higher  than  the  state  lor  motor  vehicle 
accidents,  Torrance — ^23.6%  and  New  Mexico— 12.2%. 

HOW  HAVE  WE  GONE  ABOUT  SOLVING  PROBLEMS 

(Chairman  Towns'  kind,  invitational  letter  stated  in  the  opening  remarks  to  me 
that  '^t  is  unlikely  that  a  health  care  reform  measure  will  be  acted  on  during  this 
Congress";  however,  I  am  pleased  to  announce  that  health  reform  measures  have 
and  are  taking  place  throughout  Torrance  County.   

These  measures  include:  1)  the  establishment  of  the  Torrance  County  Health 
Council,  a  twenty  voting  and  nine  non-voting  member  groiip  appointed  by  the  Tor- 
rance CJounty  Conmiission  representing  a  broad  spectrum  of  interests.  The  member- 
ship includes  different  ethnic,  occupational,  and  politiced  backgrounds,  genders, 
agencies,  consumers,  and  organizations  within  Torrance  County. 

2)  In  1992,  the  Clouncil  adopted  the  overall  goal  to  improve  the  health  and  well- 
being  of  all  Torrance  C!ountv  residents,  by  utinzing  the  following  objectives:  a)  By 
the  year  2000,  the  county  will  be  served  by  an  information  and  referral  network  con- 
cerning the  available  health  facilities,  resources,  and  services,  b)  By  the  year  2000, 
the  countv  will  be  served  bv  an  identifiable,  organized  system  of  health  care,  includ- 
ing dental  care,  including  financial  assistance  lor  eligible  individuals,  c)  By  the  year 
2000,  the  county  will  be  served  by  a  health  education  component  to  provide  the 
knowledge,  skills,  and  capacity  to  assure  that  individuals  can  assume  greater  per- 
sonal responsibility  for  improving  and  maintaining  optimal  health  for  themselves 
and  their  families,  and  use  prevention  services,  practices  and  facilities  appro- 
priately. 

County  Health  Council  accompUshments  towards  these  goal  and  objectives  include 
the  following:  1)  The  development  of  the  1992  MatemsJ  and  C^hild  Health  Com- 
prehensive Plan  for  Torrance  County.  This  plan  is  updated  every  two  year.  The  1994 
update  has  been  written.  2)  The  establishment  of  the  Torrance  County  Maternal 
and  Child  Health  Project  Office  that  provides  prenatal  case  management,  health 
outreach  services,  a  teen  pregnancy  prevention  program  in  all  three  school  districts, 
and  information  and  referral  services.  3)  The  establishment  of  the  first  prenatal 
clinic  in  Moriarty's  histonr.  This  cUnic  was  a  coUaborative  agreement  between  the 
Department  of  Public  I^alth,  Dr.  Komadina,  OB-GYN-Albuquerque,  Moriarty 
Family  Health  Clinic,  and  Torrance  (bounty  Maternal  and  Child  Health  Project  Of- 
fice. 4)  The  establishment  of  a  child  safety  and  prenatal  care  motivational  program 
at  the  Torrance  County  Maternal  and  Child  Health  Project  OfBce.  5)  The  develop- 
ment and  implementation  of  a  collaborative  adolescent  summer  camp  for  all  three 
school  districts.  6)  A  collaborative  project  with  the  University  of  New  Mexico  to  pro- 
vide a  summer  Rural  Preceptor  Program  and  health  services  in  the  southern  portion 
of  Torrance  County.  6)  The  establishment  of  a  scholarship  fund  for  local  youth  in 
the  name  of  the  late  Dr.  Robert  Saul,  long-time  resident  and  family  practitioner.  7) 
The  current  planning,  development,  £ind  implementation  of  the  1994  Torrance  Coun- 
ty Rural  Health  Care  Practice  Model.  This  exciting  model  will  provide  long-term 
after  hour  health  care  solutions  such  as  weekend  health  clinics  and  integration  of 
emergency  medical  services. 

All  of  these  efforts  have  or  are  being  funded  by  the  Maternal  and  dlhild  Health 
Bureau,  Community  Health  System  Division,  Health  Promotion  Bureau,  and  Office 
of  Adolescent  Pregnancy  of  the  Department  of  Health,  and  the  Governor's  portion 
of  Drug-Free  Schools  and  Communities  funds,  Children,  Youth  and  Families  Depart- 
ment. The  scholarship  and  child  safety  programs  are  being  made  possible  by  private 
donations. 

SPECIFIC  INITIATIVES  FOR  FURTHER  HEALTH  CARE  REFORM 

The  accomplishments  of  the  Health  Council  are  to  praised;  however,  the  need  con- 
tinues to  remain  great  in  spite  of  these  important  efforts.  Therefore,  based  on  my 
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experience  and  this  data,  I  would  recommend  the  foDowing:  1)  Immediate  Universal 
Coverage  for  all  residents  and/or  expanded  financial  assistance  for  medically-indi- 
gent residents.  2)  Residents  that  have  poor  medical  history,  hazardous  occupations, 
pre-existing  conditions  NOT  be  charged  more  or  denied  coverage.  3)  Insurance  pre- 
miums and  other  costs  be  in  line  with  other  living  expenses  in  Torrance  County. 
4)  100%  tax  deduction  for  people  that  are  self-employed.  5)  Incentives  to  attract 
rural  health  providers.  6)  Malpractice  insurance  reform.  7)  The  inte^ation  of  pri- 
mary care  and  emergency  meoical  services  in  counties  without  hospitals.  8)  Provi- 
sion for  all  residents  to  receive  FREE  preventive  services  such  as  annual  physicals, 
mammography,  and  prenatal  care.  Three  of  these  recommendations  are  included  in 
the  Managed  Competition  Act  of  1993. 

In  addition,  prenatal  health  education  should  be  a  mandatory  part  of  prenatal 
care  for  all  clients.  The  Journal  of  American  Medical  Association  revealed  conclu- 
sively in  the  May  4,  1994  issue  that  "women  who  receive  sufficient  health  behavior 
advice  as  part  of  their  prenatal  care  are  at  lower  risk  of  delivering  a  low-birth 
weidit  baby." 

My  final  recommendation  centers  around  the  terms  "collaboration**  and  "synerey.** 
I  would  like  more  initiatives  that  encourage  and  support  efforts  such  as  the  Tor- 
rance County  Health  Council.  This  Council  is  a  collaborative  and  synergistic  "force** 
working  together  to  solve  pressing  problems  at  the  local  level.  More  planning  mon- 
ies are  needed  to  help  desig^n  the  solid  plans  that  "local  people**  are  supporting.  I 
believe  Torrance  County  residents  want  and  can  take  more  personal  responsibility 
for  their  own  outcomes.  I  trust  that  health  reform  will  remember  this  and  make 
room  in  the  finished  product  for  collaboratively-minded  local  people  to  take  the  lead. 

Mr.  Chairman,  I  wish  to  thank  you  for  allowing  me  the  privilege  of  testifying  be- 
fore your  committee.  I  look  forward  to  quick  and  outstanding  health  care  reform  re- 
sults from  the  U.S.  Legislation. 

Mr.  Towns.  At  this  time,  we  will  call  on  Mr.  Jesiis  Lopez. 
Mr.  Lopez. 

STATEMENT  OF  JESUS  **CHUY"  LOPEZ,  DIRECTOR,  EMER- 
GENCY MEDICAL  SERVICES  [EMS]  REGION  I,  EMS  BUREAU, 
COMMUNITY  HEALTH  SYSTEMS  DIVISION,  NEW  MEXICO  DE- 
PARTMENT OF  HEALTH 

Mr.  Lopez.  Congressman  Towns  and  Congressman  SchifF,  thank 
you  for  the  opportunity  to  provide  this  testimony.  I  am  certainly 
not  going  to  read  the  attachments,  but  I  believe  tnat  the  summary 
of  the  testimony  includes  many  of  the  subjects  that  we  would  want 
to  discuss. 

M.S.  Region  I  is  a  technical  advisory  resource  office  for  a  14- 
county  area  in  northwest,  north  central  New  Mexico  and  as  you 
have  alluded  to,  most  of  that  area  is  rural.  Many  places  are  fron- 
tier and  wilderness. 

Coupled  with  the  difficulty  that  rural  areas  present  with  vast 
distances  and  limited  services,  many  of  the  people  in  this  area  are 
not  able  to  financially  afford  health  care.  Many  do  not  have  health 
insurance.  They  do  not  have  reliable  transportation  or  they  have 
none  at  all.  And  phone  service  may  be  a  luxury  few  can  afford. 

Our  rural  areas  are  also  populated  by  a  large  number  of  our  el- 
derly who  have  stayed  in  these  communities  instead  of  moving  to 
our  cities,  and  they  share  the  same  constraints.  They  often  delay 
health  care  due  to  expense  and  difficulty  in  getting  to  health  care 
facilities  if  any  are  available  or  utilize  emergency  medical  services 
as  their  entry  into  primary  care. 

Many  pursue  this  avenue  since  it  is  what  may  be  more  readily 
available  as  any  type  of  health  care  or  they  have  delayed  primary 
care  to  the  point  tnat  it  becomes  an  emergency  situation. 

Regardless  of  the  reasons,  this  approach  is  the  most  ineffective 
and  costly  manner  of  providing  health  care.  This  also  leads  to  the 
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inappropriate  use  of  the  emergency  medical  services  and  at  times 
may  take  EMS  units  away  from  critical  emergency  care. 

We  must  look  for  ways  to  more  fully  integrate  and  ejroand  on  the 
capabilities  of  EMS.  This  would  provide  one  way  or  expanding 
health  care  in  rural  areas.  In  most  of  these  areas  EMS  is  already 
there  and  providing  EMS  care.  We  must  take  advantage  of  the 
local  existing  resources  and  integrate  them  with  other  health  care 
resources.  We  need  to  integrate  all  the  possible  and  potential  re- 
sources we  have  available  to  us  in  these  difficult-to-service  areas. 

This  would  require  a  more  flexible  approach  on  how  funding  can 
be  used  to  foster  creativity  for  new  innovative  strategies  to  provide 
care  by  creating  and  utilizing  an  inte^ated  and  expanded  health 
care  system.  Reimbursement  lor  EMS  is  currently  tied  to  transpor- 
tation. But  if  we  are  to  create  additional  involvement,  we  must 
allow  for  the  reimbursement  of  these  expanded  roles. 

The  same  should  hold  true  for  a  flexible  approach  on  how  fund- 
ing can  be  used  in  the  Community  Health  Center  Program.  No  one 
agency  or  program  can  meet  all  the  health  care  needs  of  our  rural 
communities.  They  do  not  have  all  the  needed  resources  to  meet 
their  local  health  care  challenge.  The  only  potential  solution  seems 
to  be  for  all  involved  agencies  or  programs  to  have  the  ability  to 
pool  their  resources.  Obviously,  if  these  agencies  or  programs  can 
have  more  flexible  reimbursement,  the  easier  it  would  be  for  them 
to  share  in  meeting  the  local  community  health  needs. 

New  Mexico  is  fortunate  to  be  participating  in  a  rural  dem- 
onstration project  in  the  Red  River/Taos  Covmty  area.  This  project 
is  exploring  the  possibility  of  specially  trained  EMT  paramedics 
providing  an  expanded  scope  of  practice  in  conjunction  with  local 
public  health  and  primary  care  providers.  The  focus  is  not  to  just 
transport  patients,  but  to  be  able  to  treat  those  patients  who  can 
be  treated  under  this  plan  and  in  conjunction  with  public  health 
and  primary  care  to  ensure  a  scheme  of  referral,  follow-up  and 
local  resource  utilization. 

We  may  be  able  to  find  a  way  of  treating  a  patient  locally  and 
provide  a  plan  for  them  to  stay  in  the  local  system.  For  example, 
if  a  child  is  injured  and  has  a  two-inch  laceration,  currently,  in 
Torrance  County,  if  this  child  is  injured  after  hours  or  when  local 
clinic  care  is  not  available,  they  would  be  transported  to  an  emer- 
gency department.  This  would  probably  be  in  Albuquerque. 

Under  the  expanded  practice  model  of  utilizing  EMS  personnel, 
with  special  training,  they  could  cleanse  and  suture  the  wound  and 
through  an  integrated  health  care  system  they  could  either  refer 
this  patient  to  the  local  clinic  when  they  are  open,  make  an  ap- 
pointment for  the  patient  or  through  medical  protocols  also  follow 
up  with  this  patient  under  the  expanded  scope  of  practice  for  emer- 
gency medical  services. 

The  approach  toward  an  integrated  health  care  system  must  be 
recognized,  expanded,  built  upon  and  reimbursed  in  a  manner  that 
would  not  only  allow  it  to  survive,  but  make  it  possible  for  others 
to  seek  similar  if  not  the  same  solutions. 

Enclosed  as  part  of  this  testimony  are  two  attachments.  One  is 
a  memorandum  that  illustrates  an  expanded  vision  of  EMS  and  the 
other  is  specific  information  on  the  Red  RiverATaos  County  ex- 
panded paramedic  outreach  demonstration  project. 
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Torrance  Coxinty  has  also  been  exploring  alternative  solutions  in 
order  to  meet  its  own  unique  needs  and  challenges  in  providing 
health  care.  Through  a  ^ant,  Torrance  County  has  been  involved 
in  such  endeavors  as  a  pilot  Saturday  clinic  and  are  presently  look- 
ing at  the  possibility  of  funding  an  800  telephone  number  that 
would  allow  EMS  personnel  to  contact  medical  control.  And  I  jdeld 
testimony. 

[The  prepared  statement  of  Mr.  Lopez  follows:] 

Prepared  Statement  of  Jesus  Lopez,  Director,  Emergency  Medical  Services 
[EMS]  Region  I,  EMS  Bureau,  Community  Health  Systems  Division,  New 
Mexico  Department  of  Health 

As  Director  for  Emergency  Medical  Services  Region  I,  within  the  EMS  Bureau, 
Community  Health  Systems  Division,  New  Mexico  Department  of  Health,  I  have 
had  an  excellent  opportunity  to  observe  the  unique  and  challenging  needs  of  rural 
health  care.  EMS  Region  I  has  responsibility  as  a  technical,  advisoiy  and  resource 
EMS  ofiice  for  a  14  county  area  in  northwest/northcentral  New  Mexico.  This  area 
includes  our  most  rural  (actually  frontier  or  wilderness)  counties  and  communities. 
The  rural  areas  of  New  Mexico  present  some  unique  challenges  in  meeting  the 
health  care  needs  of  our  people. 

Coupled  with^he  difilculty  that  rural  areas  present  with  vast  distances,  and  lim- 
ited services,  many  of  the  people  in  these  areas  are  not  able  to  financially  afford 
healthcare,  many  do  not  have  health  insurance,  they  do  not  have  reliable  transpor- 
tation or  they  have  none  at  all,  and  phone  service  may  be  a  luxury  that  few  can 
afford.  Our  rural  areas  are  also  populated  by  a  large  number  of  our  elderly  who 
have  stayed  in  these  communities  instead  of  moving  to  our  cities  and  they  share 
these  same  constraints.  They  often  delay  health  care  due  to  expense,  difficulty  in 
getting  to  healthcare  facilities  (if  any  are  available)  or  utilize  Emergency  Medical 
Services  as  their  entry  into  primary  care.  Many  pursue  this  avenue  since  it  is  what 
may  be  more  readily  available  as  any  type  of  healthcare  or  they  have  delayed  pri- 
mary care  to  the  point  that  it  becomes  an  emergency  situation.  Regardless  of  the 
reasons,  this  approach  is  the  most  ineffective  and  costly  manner  of  providing 
healthcare.  This  also  leads  to  the  inappropriate  use  of  Emergency  Medical  Services 
and  at  times  may  take  EMS  units  away  from  critical  emergency  calls. 

We  must  look  for  ways  to  more  fully  integrate  and  expand  on  the  capabilities  of 
EMS.  This  would  provide  us  one  way  of  expanding  health  care  in  our  rural  areas. 
In  most  of  these  areas,  EMS  is  already  there  and  providing  EMS  care.  We  must 
take  advantage  of  local,  existing  resources  and  integrate  them  with  other  local 
healthcare  resources.  We  need  to  integrate  all  the  possible  and  potential  resources 
we  have  available  to  us  in  these  difficmt  to  service  areas.  This  would  reqpiire  a  more 
flexible  approach  on  how  funding  can  be  used  to  foster  creativity  for  new,  innovative 
strategies  to  provide  care  by  creating  and  utilizing  an  integrated  and  expanded 
healthcare  system. 

Reimbursement  for  EMS  is  currently  tied  to  transportation,  but  if  we  are  to  create 
additional  involvement  we  must  allow  for  the  reimbursement  of  these  expanded 
roles.  The  same  should  hold  true  for  a  flexible  approach  on  how  funding  can  be  used 
in  the  Community  Health  Center  Program.  No  one  agency  or  program  can  meet  aU 
the  healthcare  needs  of  our  rural  communities.  They  do  not  have  aU  the  needed  re- 
sources to  meet  their  local  healthcare  challenge.  The  only  potential  solution  seems 
to  be  for  aU  involved  agencies  or  programs  to  have  the  ability  to  pool  their  re- 
sources. Obviously,  if  these  agencies  or  programs  can  have  more  flexible  reimburse- 
ment, the  easier  it  will  be  for  them  to  snare  in  meeting  the  local  community  health 
needs. 

New  Mexico  is  fortunate  to  be  participating  in  a  rural  demonstration  project  in 
the  Red  River/Taos  County  area.  This  project  is  exploring  the  possibilities  of  spe- 
cially trained  EMT-Paramedics  providing  an  expanded  scope  of  practice  in  corgunc- 
tion  with  local  public  health  and  primary  care  providers.  The  focus  is  not  to  just 
transport  patients,  but  to  be  able  to  treat  those  patients  who  can  be  treated  under 
this  plan  and  in  coiyunction  with  public  health  and  primary  care  insure  a  scheme 
of  referral,  followup  and  local  resource  utilization.  We  may  be  able  to  find  a  way 
of  treating  the  patient  locally  and  provide  a  plan  for  them  to  stay  in  the  local  sys- 
tem. For  example,  if  a  child  is  injured  and  has  a  2  inch  laceration,  currently,  if  this 
child  is  injurea  afterhours  or  when  local  clinic  care  is  not  available,  they  would  be 
transported  to  an  emergency  department.  Under  the  expanded  practice  model  of  uti- 
lizing EMS  personnel  with  special  training  they  could  cleanse  and  suture  the 
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wound.  Through  an  integrated  healthcare  system,  they  could  either  refer  this  pa- 
tient to  the  local  clinic  when  they  are  open,  make  an  appointment  for  tiie  patient, 
or  throu^  medical  protocols  also  followup  with  this  patient  under  the  expanded 
scope  of  practice  for  EMS. 

The  approach  towards  an  integrated  healthcare  system  must  be  recognized,  ex- 
panded, built-upon  and  reimbursed  in  a  manner  that  not  only  edlows  it  to  survive, 
but  makes  it  possible  for  others  to  seek  similar  if  not  the  same  solutions.  Enclosed 
as  part  of  this  testimony  are  two  attachments.  One  is  a  memo  that  illustrates  an 
Expanded  Vision  of  EMS  and  the  other  is  specific  information  on  the  Red  River/Taos 
County  Exptmded  Paramedic  Outreach  Demonstration  Project. 

Torrance  County  has  also  been  exploring  alternative  solutions  in  order  to  meet 
its  own  unique  needs  and  challenges  in  providing  healthcare.  Through  a  grant,  Tor- 
rance County  has  been  involved  in  such  endeavors  as  a  pilot  Saturday  clinic,  and 
are  presently  looking  at  the  possibility  of  funding  an  800  telephone  number  that 
would  allow  EMS  personnel  to  contact  medical  control  to  assist  them  in  making  ap- 
propriate triage  decisions,  particularly  when  local  clinics  are  closed.  There  is  also 
a  possibility  that  this  grant  may  be  able  to  fund  a  System  Medical  Director.  This 
position  could  function  not  only  in  the  EMS  realm,  but  also  provide  direction  and 
liaison  activity  between  EMS  and  primary  care.  For  Torrance  County  these  creative 
approaches  are  very  important  since  they  DO  NOT  have  a  local  hospital  and  the 
three  local  clinics  are  mostly  open  during  weekday  working  hours.  These  efforts 
must  continue  in  order  to  meet  the  ever-increasing  demand  for  medical  care.  New 
Mexico  is  expecting  huge  projected  increases  in  its  population  for«the  years  2000 
and  2010.  Since  there  are  already  strained  resources  in  meeting  the  current  need, 
we  can  only  expect  a  more  difficult  challenge  in  the  future.  We  must  get  prepared 
for  what  we  know  will  be  increased  population  with  an  increase  in  the  demand  for 
healthcare.  We  need  to  be  ready  for  the  future  and  have  the  ability  to  be  flexible 
and  think  beyond  the  way  we  have  always  done  business.  This  is  vit^  for  the  future 
survival  and  growth  of  our  medical  care  in  rural  New  Mexico  as  well  as  other  rural 
areas  of  this  nation. 


Memorandum— Primary  Care  and  EMS  Bureau 

Date:  November  1,  1993 
To:  Interested  Parties 

Fr:  Barak  Wolff,  Chief,  Primaiy  Care  and  EMS  Bureau 
Re:  An  Expanded  Vision  of  EMS 

As  many  of  you  are  aware,  a  rural  demonstration  project  is  underway  in  the  Red 
River/Taos  County  area  exploring  the  possibilities  of  specially  trained  EMT-Para- 
medics  providing  an  expanded  scope  of  practice  in  conjunction  with  local  public 
health  and  primary  care  providers.  At  this  time,  about  ten  Paramedics  have  re- 
ceived the  initial  advanced  training  and  are  completing  their  supervised  clinicals. 
By  early  1994,  the  project  will  begin  moving  into  a  limited  operational  stage.  The 
Red  River  Project  is  funded  through  a  federal  rural  demonstration  grant  and  will 
be  closely  monitored  and  evaluated. 

At  the  same  time,  there  are  a  variety  of  other  efforts  across  the  country  exploring 
the  possibility  of  expanded  roles  for  the  EMS  System  and  EMTs.  A  number  of  areas 
are  currently  involving  advance  EMTs  in  the  delivery  of  immunizations  to  hard  to 
reach  populations.  Other  systems  are  formalizing  protocols  for  EMTs  to  treat  and 
release  or  refer  some  patients,  rather  than  routinely  transporting  all  callers  to  an 
emergency  department  for  further  care,  whether  it's  warranted  or  not. 

Enclosed  are  two  brief,  but  thoughtful,  papers  from  the  lead  agency  for  EMS  in 
Indiana.  One  describes  the  potential  role  of  EMS  in  helping  to  meet  the  Indiana  Im- 
munization Action  Plan  and  the  other  is  a  more  general  discussion  regarding  the 
rationale  and  possibilities  for  increasing  access  to  care  through  a  broader  utilization 
of  the  EMS  System  and  EMS  Personnel. 

Fm  very  excited  about  this  vision  and  truly  believe  that  New  Mexico  has  an  excel- 
lent opportunity  to  be  involved  in  the  cutting  edge  of  these  developments.  If  you 
have  any  thoughts  or  insights  about  this  vision,  please  give  me  a  call  at  827-2509. 
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Description  of  a  Widened  Scope  of  Practice  for  Paramedics  and  the  EMS 
System  of  Indiana— State  Emergency  Management  Agency 

the  challenge  to  ems  in  INDIANA 

The  national  medical  care  crisis  affects  all  citizens.  Many  government  agencies, 
medical  authorities  and  patient  advocate  groups  cite  problems  of  costly  care,  short- 
ages of  medical  personnel,  and  obstacles  to  access  to  medical  care  for  many  people. 
The  solution  to  these  problems  is  generally  described  in  terms  of  the  development 
of  less  expensive,  more  eflicient  and  out-reaching  mechanisms  of  care  delivery 
manned  by  a  variety  of  medical  personnel.  Seeing  that  the  traditional  mechanisms 
and  manners  for  delivering  medical  care  has  brought  us  to  a  critical  point,  innova- 
tive and  non-traditional  solutions  are  sought.  Two  recent  grant  proposals  from  the 
Indiana  State  Department  of  Health  have  called  for  the  innovative  and  non-tradi- 
tional use  of  medical  personnel  in  outreach  settings.  This  moment  of  change  in  the 
medical  care  system  can  also  be  a  moment  of  opportunity  for  those  who  can  provide 
resources  and  workable  solutions  to  the  problems  of  cost,  personnel  shortages  and 
barriers  to  the  delivery  of  care. 

The  Emergency  Medical  Services  System  in  Indiana  (and  throughout  the  nation) 
has  the  potential  to  supply  a  significant  part  of  the  solutions  to  these  now  well- 
known  problems.  Yet,  the  EMS  community  is  not  significantly  engaged  in  the  dis- 
cussion concerning  the  reformation  of  Indiana's  and  America's,  health  care  system. 
The  EMS  System  remains  the  most  unrecognized  and  least  utilized  medical  resource 
in  the  country.  Yet,  it  is  an  organized  medical  outreach  system  which  exists  in  eveiy 
county  and  parish  throughout  the  United  States.  Both  the  EMS  community  itseu 
and  tne  wider  community  of  concern  must  awaken  to  the  potential  of  the  EMS  sys- 
tem for  meeting  the  current  crisis.  There  is  in  the  current  situation  an  opportunity 
for  the  EMS  system  to  perform  yet  another  major  service  for  the  people  oi  Indiana 
and  the  United  States.  Indiana  EMS  has  the  opportunity  to  show  the  way  for  the 
whole  country. 

During  1993,  the  twentieth  anniversary  of  the  beginning  of  modem  EMS  in  Indi- 
ana, Hoosiers  can  and  should  develop  an  expansive  and  concrete  plan  for  utilizing 
the  EMS  system  and  its  resources  for  a  wider  role  in  community  health  care.  This 
plan  should  be  based  on  the  strengths  of  the  EMS  system  already  in  place,  the  wide- 
ly recognized  needs  of  the  citizens  and  patients  of  our  state,  and  a  willingness  of 
EMS  professionals  to  explore  new  territory  for  service.  EMS  caregivers,  physicians, 
ambulance  providers,  nurses  and  other  ^lied  health  professionals,  fire  services,  gov- 
ernment entitles,  the  whole  range  of  interested  groups,  should  be  involved  in  the 
planning  process.  It  is  possible  for  such  a  plan  to  be  formulated  and  implemented 
during  tne  next  year. 

A  WIDER  MISSION 

The  EMS  system  is  an  already-organized  medical  outreach  system  which  exists 
in  every  county  in  Indiana.  Many  counties  in  Indiana  suffer  from  a  shortage  of  med- 
ic£il  personnel  to  meet  the  everyday  needs  of  healthcare.  Physicians  and  public 
health  offices  are  often  overloaded,  while  a  cadre  of  medical  caregivers  sits,  waiting 
for  emergencies  to  caU  them  into  action.  EMS  has  the  capability  to  continue  meeting 
its  current  emergency  mission  and  to  contribute  to  the  wider  delivery  of  healthcare. 

Trained  Emergency  Medical  Technicians  are  capable  of  performing  routine  patient 
assessments,  screening  and  triage  ofpatients,  regular  follow-up  home  checks  for  pa- 
tients, and  a  variety  of  treatments.  Particularly  the  advanced  level  technicians.  Ad- 
vanced EMTs  and  paramedics,  have  the  ability  to  assess  and  manage  patients  in 
the  community  setting.  Working  with  physicians,  nurse-practitioners  and  nurses  the 
EMS  team  can  contribute  its  knowledge,  skills  and  mobility  to  extend  the  strained 
resources  of  those  medical  professionals.  Paramedic  EMTs,  the  highest  level  of  medi- 
cal technician,  have,  as  a  class,  the  potential  to  be  upgraded  to  a  fully  professional- 
level  allied  health  provider  who  can  work  next  to  nurses  and  nurse-practitioners 
under  the  authority  of  doctors. 

The  class  *^mereency  Medical  Technician"  represents  a  health  care  occupation 
which  was  invented  and  organized  only  within  the  last  twenty  years.  Today  approxi- 
mately 13,000  EMT  personnel  reside  in  Indiana,  including  1300  AEMTS,  1300  para- 
medics and  12,000  basic  EMTs.  The  fuU  potential  of  this  class  of  health  care  provid- 
ers is  yet  to  he  exploited.  The  current  health  care  crisis  give  us  an  opportunity  to 
develop  this  group  of  caregivers  and  to  facilitate  the  emergence  of  a  new  allied 
health  profession. 

EMS  personnel  and  organized  response  units  exist  in  every  county  of  Indiana. 
They  could  assist  in  manning  local  fixed-locations  clinics,  man  mobile  outreach-visi- 
tation vans,  contribute  to  the  achievement  of  totally  immunizing  all  of  our  children 
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and  at-risk  adults.  The  special  strength  of  tlie  EMS  system  may  lay  in  its  ability 
to  reach  populations  unable  to  reach  the  traditional  sited  of  medical  care.  The  EMS 
system  was  designed  to  deliver  medical  care  in  adverse  settings.  EMS  personnel  are 
adept  at  delivering  care  in  the  patient's  home  environment. 

EMS  persomiel  can  also  contribute  to  community  wellness  and  injury  prevention 
education.  As  is  so  often  pointed  out,  prevention  of  illness  and  injury  provides  the 
major  avenue  to  healthcare  savings.  EMS  personnel  are  already  experienced  patient 
ana  citizen  educators,  having  worked  for  years  in  first  aid,  CJPR  EMS  Awareness, 
and  injury  prevention  programming.  EMTs  can  teach  and  counsel  patients  in  many 
wellness,  prescription  compliance,  self-care  management,  and  other  curricula. 

Such  suggestions  for  a  wider  use  of  the  EMS  system  and  its  personnel  for  commu- 
nity healtn  care  are  not  unprecedented  or  untested.  In  Alaska  the  Native  Alaskan 
Health  Service  has  a  long  established  program  in  which  lay  people  and  EMTs  are 
trained  to  act  as  community  health  ofiicers  for  the  remote  and  isolated  native  Alas- 
kan communities  of  that  state.  The  Alaskan  EMS  system  currently  provides  a  spe- 
cial certification  for  those  advanced  level  EMS  personnel  who  work  in  isolated  vil- 
lages, off-shore  drilling  rigs  and  pipeline  installations.  This  certification  classifica- 
tion, EMT  3,  allows  E!mT^  to  work  beyond  their  normal  range  of  activity  through 
the  authority,  protocol  guidance  and  review  of  their  medical  director.  In  addition, 
the  Taos  Health  Consortium  in  the  State  of  New  Mexico  is  training  special  Para- 
medic Community  Health  Specialists  who  will  perform  immunizations,  wellness  and 
regular  health  checks  and  referrals  for  at  risk  populations  in  the  community.  In 
Ohio  paramedics  are  being  used  to  assess,  screen  and  refer  elderly  patients  on  the 
basis  of  more  general  than  usual  physical  and  environmental  assessment  protocols. 
These  examples  of  already  successful  experiences  and  pilot  programs  are  but  har- 
bingers of  a  more  complete  inte^ation  of  the  Emergency  Medical  Services  system 
into  the  main  stream  oi"  conmiumty  health  care.  Indiana  can  learn  from  these  other 
states.  Indiana  can  go  even  further. 

ADDITIONAL  TRAINING  FOR  EMS  PERSONNEL 

The  EMS  medical  outreach  system  is  made  up  of  technicians  who  already  have 
basic  medical  training.  Their  training  has  derived  from  the  emergency  mission  to 
which  the  system  has  been  assigned  for  the  least  twenty  years.  But  the  basic  emer- 
gency curriculum  is  a  strong  foundation  upon  which  to  build  and  expand  the  knowl- 
edge and  skills  of  EMTs  for  a  wider  roll  in  communitv  health  care. 

Additional  training  for  Paramedic  EMTs  holds  the  most  promising  avenue  for 
quick  return  on  educational  investment  in  EMS  personnel.  Among  the  three  classes 
of  EMTs,  Paramedics  have  the  most  extensive  education.  Paramedics  already  pos- 
sess a  basic  knowledge  of  pharmacology  and  possess  the  skills  involved  for  memca- 
tion  administration.  Further,  the  total  number  of  current  paramedics  in  Indiana, 
1300,  represent  a  manageable  group  for  focused  system-wide  long-distance  edu- 
cation. The  complete  supplemental  training  of  current  paramedics  would  be  a  man- 
ageable task.  Using  the  Indiana  Higher  Education  Television  System  and  the  Indi- 
ana Medical  Television  Network,  uniform  lessons  can  be  given  to  the  entire  EMS 
system.  Televised  lessons  could  then  be  supplemented  through  local  demonstration, 
practice  and  evaluation  conducted  through  local  hospitals  and  paramedic  training 
institutions. 

The  content  of  paramedic  training  to  meet  the  challenge  of  an  expanded  scope  of 
activity  has  not  been  definitely  prescribed  in  other  states.  The  New  Mexico  Para- 
medic Community  Health  Specialist  project  currently  envisions  additional  classroom 
training  on  the  order  of  130  contact  hours  followed  by  another  130  hours  of  precep- 
tor practice  in  the  field.  The  Ohio  geriatric  screening  module  took  approximately 
four  hours  of  inservice  style  orientation  to  the  special  parameters  of  that  assessment 
protocol.  Additional  training  in  a  fuller  patient  assessment  is  desirable.  Comprehen- 
sive physical  assessment  might  be  tau^t  in  a  course  of  approximately  40-64  hours 
of  contact  time.  A  training  module  which  orients  parameoics  to  the  knowledge  and 
procedures  needed  to  anticipate  in  immunization  programs  may  take  approximately 
20  hours.  A  critical  care  interfacUity  transport  training  module  may  take  about  30— 
50  hours.  Progressive,  nonredundant  pacKaging  of  a  complete  training  program 
could  produce  a  course  of  approxima  tely  100-150  h  ours  of  total  classroom  time. 

Serious  consideration  should  be  given  to  a  supplemental  training  program  for  the 
other  class  of  advanced  level  technicians,  the  advanced  EMTs.  These  EMTs  might 
also  participate  in  an  expanded  patient  assessment  course,  possibly  exactly  the 
same  module  as  envisioned  for  paramedics.  Once  again,  the  fairly  compact  number 
of  AEMTs,  approximately  1,300,  the  same  number  as  paramedics,  suggest  the  fea- 
sibility of  snort-term  training  made  accessible  to  the  entire  AEMT  population 
throu^  the  use  of  long  distance  educational  technology.  Educating  the  whole  AEMT 
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population  would  double  the  number  of  EMS  personnel  able  to  woik  at  special  tasks 
mvolving  advanced  patient  assessment,  impacting  more  counties  and  greater  client 
population. 

REORGANIZING  THE  EXTERNALS  OF  THE  EMS  SYSTEM 

In  order  to  accomplish  a  wider-ranging  healthcare  service  for  the  people  of  Indi- 
ana with  a  cadre  of  well-trained  caregivers  there  are  several  formal  aspects  of  the 
current  EMS  ^stem  and  its  rules  which  require  change. 

Statutes  and  rules  which  limit  the  responsibility  oT  operation  of  paramedics  and 
other  EMS  personnel  to  emergency  situations  only  neea  to  be  revised.  These  legal 
requirements  should  continue  to  describe  the  emergency  mission  of  the  EMS  person- 
nel and  ambulance  providers,  but  the  laws  and  rules  should  allow  for  the  utihzation 
of  EMS  personnel  in  the  non-emergen<y  aspects  of  public  heedth  care. 

Serious  consideration  should  be  give  to  tiie  redefinition  of  the  Paramedic.  Up  to 
now  the  paramedic  has  been  defined  as  the  highest  level  of  the  job  class  Emergency 
Medical  Technician.  The  substantive  role  of  uie  paramedic  has  been  defined  as  a 
technical  level  physician  extender,  or  as  in  Dr.  nancy  Caroline's  famous  phrase,  "the 
doctor's  deputy."  The  paramedic  snould  still  play  the  role  of  extender  for  the  practice 
of  the  physician.  However,  the  paramedic  might  well  be  developed  into  an  allied 
health  professional  now  being  a  physician  extender  at  a  professional,  not  just  tech- 
nical level.  Such  a  redefinition  of  the  paramedic  would  allow  the  Emergen<y  Medical 
Services  system  to  have  a  professional  care-giver  regularly  leading  tne  field  team 
of  medical  technicians.  Such  an  upgrading  oi  the  paramedic  to  a  professionsd  level 
would  also  fit  the  wider  EMS  contribution  to  community  health. 

The  Ambulance  providers  of  Indiana  are  regulated  according  to  rules  which  take 
only  the  emergency  medical  mission  into  account.  Yet,  over  the  years  ambulance 
providers  have  operated  and  continue  to  operate,  a  non-emergency  medical  oper- 
ations as  well.  Rules  governing  the  operation,  equipment  and  configuration  of  ambu- 
lance providers  should  be  revised  to  reflect  the  full  role  of  the  aim)ulance  industiy, 
not  only  in  the  transport  of  patients,  but  also  in  the  actual  delivery  of  medical  care 
and  services  which  the  mobile  nature  of  the  ambulance  provider  makes  possible. 
Rules  might  be  revised  to  reflect  the  ambulance  provider  agency  as  a  medical  care 
delivery  agency  as  well  as  medical  transport  provider.  Rules  mi^t  delineate  the  re- 
quirements for  the  quality  operations  of  a  mixed  fl^t  of  vehicles  owned  by  an  "am- 
bulance" provider  engaging  in  several  or  all  of  the  activities  related  to  emergency 
care,  interfacility  transports  of  both  critictd  and  non-critical  patients  of  all  ages. 
Rules  would  also  descnbe  quality  procedures  for  governing  the  use  of  the  mixed 
technical-professional  teams  utilized  in  the  operations  of  such  missions.  In  short, 
operational  rules  governing  the  "ambulance"  provider  should  envision  that  provider 
as  being  engaged  m  a  wider  community  health  mission  than  in  the  past. 

New  rules  and  legislation  governing  the  EMS  system  might  more  explicitly  de- 
scribe and  guide  the  current  tracking  of  the  EMS  system  in  both  its  puolic  safety 
response  and  its  medical  health  occupation  roles.  The  new  rules  would  recognize 
and  allow  the  more  narrow  emergency  medical  public  safety  response  mission  of  fire 
department,  police  units  and  publicly  sponsored  EMS  agencies.  The  new  rules  would 
also  recognize  and  allow  the  more  comprehensive  medical  version  of  the  current 
EMS  system.  This  track  of  EMS  would  involve  providers  and  care  givers  whose  rule 
would  go  beyond  minimum  mission  and  responsibility  wider  £ind  more  demanding 
community  medical  mission.  Certification  might  be  the  standard  of  qualification  for 
the  public  safety-oriented  caregivers  while  licensure  mi^t  attach  to  those  engaged 
in  fuller  medical  pursuits. 

Rules  governing  the  various  aspects  of  training  also  need  to  be  revised.  The  cur- 
rent system  of  generally  hospital-based,  certificate  training  programs  has  provided 
the  state  of  Inmana  with  a  strong  EMS  system.  The  best  aspects  of  the  current 
training  network  should  be  retained;  but  new  rules  should  allow  for  the  delivery  of 
professional  level  training  especially  for  the  paramedic  and  for  those  medical  techni- 
cians who  will  be  engaged  in  more  than  public  safety  response  medicine.  New  provi- 
sions for  training  should  include  mechanisms  for  updating  already  certified 
caregivers  to  more  recently  defined  levels  of  medictil  training.  Special  attention 
should  be  given  for  providing  incentives  to  current  EMS  caregivers  to  upgrade  their 
level  of  personal  education. 

CONCLUSION 

The  Indiana  Emergency  Medical  Services  System  is  twenty  years  old.  The  Gov- 
ernor's Conference  on  Emergency  Medical  Services  in  Indiana  which  was  convened 
by  Dr.  Otis  Bowen  in  July  1971  meirked  the  beginning  of  organized,  modem  EMS 
in  Indiana.  That  conference  followed  a  national  model  of  EMS  and  implemented  it 
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in  Indiana.  In  1994  a  second  Governor's  Conference  on  EMS  in  Indiana  could  recre- 
ate the  EMS  system  along  lines  which  will  serve  Indiana  well  for  the  next  twenty 
years,  well  into  the  21st  century.  Beyond  that,  a  well  thou^t-out  Indiana  model 
could  show  the  way  for  the  nation.  In  the  15th  Edition  of  the  well  known  EMS  text- 
book, Emergency  Care  and  Trtinsportation  of  tiie  Sick  and  Injured,  I*ubli8hed  in  the 
year  2040,  we  mirfit  well  read  the  following  paragraph: 

The  ^ape  of  Emergency  Medical  Commumt>[  ^rvices  of  the  21st  century  was 
foreshadowed  in  the  famous  Indiana  Initiative"  of  1994,  a  series  of  laws  and 
regulations  approved  by  the  state  of  Indiana  which  became  the  model  for  the 
"Comprehensive  Community  Emergency  Medical  and  Healti^  Services  Act" 
passed  by  the  106th  UJS.  Congress  in  the  year  2001. 


Indiana's  Immunization  Action  Plan:  EMS  Can  Help!— State  Emergency 

Management  Agency 

lAP  AND  rrS  MISSION 

Indiana's  Immunization  Action  Plan  is  the  strategic  plan  formulated  by  the  Indi- 
ana Department  of  Health  for  increasing  the  rate  of  timelv  age-appropriate  vficcina- 
tions  among  Hoosier  children  to  90%  by  the  end  of  the  19908.  This  plan  is  an.  ag- 
gressive and  unprecedented  effort  to  implement  one  of  the  safest,  most  effective, 
simplest,  and  cost  effective  strategies  for  ensuring  the  health  of  Hoosier  children. 
The  Indiana  Board  of  Health  has  enlisted  a  wide  range  of  public  and  private  groups 
to  effect  this  standard  of  immunization.  Indiana's  Emergency  Medical  Service  sys- 
tem can  also  help  the  Health  community  reach  this  goal.  The  EMS  system  has  some 
of  the  very  diaracteristics  and  resources  which  can  aid  the  pubUc  health  community 
overcome  some  identified  barriers  to  timely  childhood  vaccinations. 

The  ISDH  has  identified  several  categories  of  circumstances  which  prevent  timely 
vaccination  of  young  children.  Among  these  causes  are:  1)  Missed  opportunities  to 
vaccinate  in  the  course  of  regular  health  care  encounters,  2)  actual  barriers  to  vac- 
cination which  include  inadequate  resources  to  provide  sufficient  staff,  hours,  and 
locations  for  vaccination,  3)  financial  and  logistic  difRculties  which  compromise  ac- 
cess to  care,  4)  lack  of  public  awareness  and  demand  for  timely  vaccination  of  chil- 
dren. Indiana's  EMS  sj^stem  has  the  capability  to  provide  personnel  and  other  re- 
sources aimed  especially  at  overcoming  some  of  the  actual  logistics  barriers  to  vac- 
cination. EMS  may  also  aid  in  the  raising  of  public  awareness  regarding  the  impor- 
tance of  early  immunization. 

WHAT  EMS  CAN  DO  TO  ASSIST  THE  lAP 

The  Indiana  EMS  system  is  a  medical  outreach  system  in  place  to  some  level  of 
operation  in  every  county  of  Indiana.  Approximately  1300  paramedics  serve  in  more 
tnan  heilf  of  Indiana's  ninety-two  counties.  Additionally,  some  1300  advanced  EMTs 
also  serve  in  counties  across  the  state.  Advanced  level  ambulance  provider  organiza- 
tion serve  in  approximately  two-thirds  of  our  counties.  These  advanced  level  medical 
technicians  and  ambulance  provider  organizations  constitute  a  personnel  and  agen- 
cy resource  case  directly  applicable  to  the  immunization  action  plan. 

Paramedics  are  already  trained  in  the  basics  of  general  pharmacology  and  the 
techniques  of  medication  administration.  These  caregivers,  already  versed  in  his- 
tory-taking and  physical  assessment,  medical  documentation  and  medicine  adminis- 
tration, need  only  oe  oriented  to  the  immunization  program,  vaccines,  schedules  and 
protocols.  Advance  EMTs  are  also  skilled  in  patient  assessments  and  medical  ad- 
ministration, may  nonetheless  aid  in  the  preparation  and  processing  of  immuniza- 
tion patients.  All  advanced  level  EMS  technicians  are  alreadv  experienced  in  work- 
ing with  physicians,  nurses  and  other  allied  health  personnel  in  the  team  approach 
to  patient  care.  EMS  technicians  would  adapt  very  easily  to  working  with  the  physi- 
cians, nurses  and  other  clinic  personnel  of  the  public  health  system. 

In  addition,  EMS  caregivers  are  used  to  working  with  patients  in  the  community 
setting.  The  EMS  system  was  designed  to  take  medical  care  out  into  the  most  dif- 
ficult community  settings,  working  with  patients  on  the  patients'  own  term  and  turf. 
This  special  badcground  of  EMS  caregivers  will  contribute  to  the  lAPs  objective  of 
reaching  out  beyond  traditional  sites  and  times  in  order  to  reach  immunization  cli- 
ents. EMS  caregivers  are  used  to  woiking  out  of  mobile  units  and  traveling  to  seek 
out  patients.  EMS  personnel  would  be  well  utilized  in  immunization  mobue  units, 
doing  house-calls,  reaching  out  to  rural  and  migrant  populations  and  establishing 
multiple-site  short-term  immunization  clinics.  Local  EMS  ambulance  bases  are  often 
well-known  and  easily-identified  community  landmarks  which  could  be  used  as  ad- 
ditional community  immunization  clinic  locations. 
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Several  of  the  standards  for  Pediatric  Immunization  Practices,  published  by  De- 
partment of  Health  and  Human  Services  in  1992,  are  very  conductive  to  the  use  of 
EMS  personnel.  Standard  15  recommends  to  use  of  general  medical  protocols  for 
vaccination  programs.  At  a  minimum  this  protocol  "should  discuss  the  appropriate 
vaccine  dosage,  vaccine  contraindications,  the  recommended  sited  and  techniques  for 
vaccine  administration  as  well  as  possible  adverse  events  and  their  emereency  man- 
agement. Such  protocols  should  specify  the  necessaiy  emergency  memcal  equip- 
ments, drugs  (including  dosage)  and  personnel  to  safely  and  competently  deal  with 
any  medicsQ  emergency  which  may  arise  in  the  administration  of  a  vaccine.  **EMS 
personnel  are  used  to  woiking  according  to  just  such  protocols.  The  standard  goes 
on  to  note  that  where  providers  can  adhere  to  such  protocols  *Vaccine8  and  be  ad- 
ministered in  any  setting.** 

Standard  16  calls  for  immunization  providers  to  practice  patient-oriented  and 
community-bsised  vaccination  outreach  programs  which  match  the  characteristics  of 
the  EMS  system  as  described  above. 

Standard  17  caU  for  immunizations  to  be  performed  by  properly  trained  individ- 
uals. The  standard  describes  a  program  into  which  EMS  personnel  would  fit  very 
well: 

Only  properly  trained  individuals  should  administer  vaccines.  However,  the 
task  of  administering  vaccines  need  not  be  assigned  exclusively  to  physicians 
and  nurses.  With  appropriate  training,  including  the  management  of  emergency 
situations,  and  under  professional  supervision,  other  personnel  can  skiUfiiUy 
and  safely  administer  vaccines.  In  some  jurisdictions,  statutory  requirements 
may  limit  the  administration  of  vaccines  to  licensed  physicians  ancvor  nurses 
which  could  therefore  created  barriers  to  immunization.  If  so,  legal  opinion 
should  be  sought  locally  to  determine  the  necessary  steps  to  overcome  this  bar- 
rier. 

Standard  18  describes  the  ongoing  education  and  training  which  immunization 
providers  should  receive.  In  addition  to  information  about  the  national  and  state  im- 
munization priorities,  the  providers  should  receive  training  and  education  on  the 
current  clinical  guidelines  of  the  ACIP,  AAP,  and  the  AAFP  as  well  as  the  Stand- 
ards for  Immunization  Practices  and  other  immunization  information  sources  such 
as  the  manufacturer's  package  inserts.  Given  the  clinical  background  of  Indiana 
paramedics  and  advanced  EMTs  and  given  the  specific  guidelines  of  standard  18, 
a  reasonably  brief  yet  very  satisfactory  training  course  could  qualify  these  trained 
technicians  to  help  in  Indiana's  immunization  program. 

The  nature  of  the  challenge  to  completely  immunize  at  least  90%  of  aU  young 
Hoosiers  by  the  year  2000,  the  characteristics  of  the  EMS  system  and  its  personnel, 
and  the  approved  standards  which  govern  pediatric  immunization  practices  aU 
argue  for  the  contribution  which  the  Hoosier  EMS  system  can  make  toward  the  ac- 
complishment of  the  Indiana  Immunization  Action  Plan.  Public  Health  and  EMS 
planners  need  to  take  the  concrete  stops  to  facilitate  the  EMS  contribution. 

WHAT  NEEDS  TO  BE  DONE  TO  FACILITATE  THE  EMS  CONTRIBUTION  TO  lAP? 

There  are  several  concrete  steps  which  will  lead  to  a  state-wide  readiness  of  our 
EMS  system  to  aid  this  important  health  care  initiative. 

1)  At  the  state  agency  level  SEMA  and  ISDH  can  exchange  county-by-county  in- 
formation about  the  immunization/public  health  system  and  the  EA^  system.  This 
information  would  aUow  representatives  of  each  system  to  be  matched  with  the  per- 
sonnel and  resources  of  the  other  system.  This  information  would  then  be  passed 
on  to  all  local  EMS  and  public  health  agencies  in  every  county. 

2)  Staff  from  ISDH  and  SEMA  should  meet  with  key  players  in  the  LAP  team  to 
interpret  the  EMS  involvement  in  the  immunization  program. 

3)  ISDH  and  SEMA  should  jointly  develop  an  appropriate  training  program  which 
will  enable  EMS  technicians  to  participate  in  the  giving  of  vaccinations.  The  train- 
ing program  could  be  implemented  in  a  number  of  ways.  Training  could  be  done  at 
the  local  level  as  each  community  became  ready  to  utilize  EMS  personnel  in  their 

Srogram.  However,  serious  consideration  should  be  given  to  the  use  of  the  Indiana 
[i^er  Education  Telecommunications  System  for  the  quick,  efficient,  standard  and 
quality  education  of  all  paramedics  and  Advanced  EMTs  throughout  the  state.  This 
network  has  outlets  in  every  county  of  the  state  and  in  most  schools  and  hospitals. 
This  latter  approach  would  utilize  the  state-of-the-art  educational  facilities  of  our 
state  for  the  earliest  impact  upon  the  entire  state  of  Indiana.  This  uniform  approach 
to  training  would  allow  all  local  health  planners  to  make  local  plans  for  cooperation 
already  knowing  that  their  EMS  personnel  have  received  standard  quality  training 
in  immunization. 
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4)  ISDH  and  SEMA  should  investigate  any  legal  barriers  to  the  use  of  EMS  per- 
sonnel in  the  immunization  action  program  and,  in  accordance  with  standard  17  of 
the  Federal  Standards  for  Pediatric  Immunization  Practices,  take  action  to  remove 
those  legal  barriers. 

The  cooperation  of  the  public  health  and  the  emei^ency  medical  services  systems 
in  Indiana  to  facilitate  the  timely  inmiunization  of  Hoosier  children  is  a  ''win-win" 
configuration  just  waiting  to  happen. 


Red  River/Taos  County— Expanded  Paramedic  Outreach  Demonstration 

Project 

Funding:  $400,000  (approximately)  over  3  years. 

Source:  Rural  Health  Outreach  Demonstration  Grant,  Office  of  Rural  Health  Policy, 
Health  Resources  and  Services  Administration  (HRSA),  DHHS 
Collaborators:  Town  of  Red  River,  Taos  County,  Holy  Cross  Hospital,  local  medical 
community,  NM  Primary  Care  EMS  Bureau/Dept.  of  Health,  and  EMS  Academy/ 
UNM  School  of  Medicine 

Legal  Basis:  NM  EMS  Act — Special  Skills  Approval  Authority 

Hypothesis:  That  specifically  trained  Paramedics,  working  under  expanded  medical 
supervision  and  communications,  can  increase  access  to  public  health  and  primaiy 
care  services  for  an  otherwise  underserved  rural  population,  in  a  hi^  quality  and 
cost-effective  manner. 
Anticipated  Care  Components: 
Expanded  Emergen(^/Acute  Care 

•  Increased  Wound  Care — cleaning,  simple  suturing 

•  Simple  Orthopedic  Care — plaster  splinting,  reduction  of  specific  dislocations. 

•  Option  to  Treat  and  Not  Transport — with  on-line  medical  consultation 
Chronic  Disease  Monitoring/Maintenance 

•  Hypertension/CHF 

•  Diabetes 

•  Asthma/COPD 
Primaiy  Care  Outreach 

•  Expanded  Assessment/Consultation/Referral 

•  Follow-up  Care — changing  dressings,  monitoring 

•  Basic  Lab  Procedures/Diagnostic  Tests 

•  Supervision  from  patient's  primary  physician 
Public  Health  Outreach 

•  Well  Baby  Exams/Immunizations 

•  Pre-natal  Exams  (no  vaginal  exam) 

•  Strep,  T.B.  and  Flu  Tests 

Health  Education/Surveillance/Iiyury  Control 

•  Home  Safety  Checks 

•  Family  Health  Assessments 

•  Health  Screening 

•  Data  Collection 


Taos  Community  Health  Outreach— Paramedic  Community  Health  Specialist 

HISrORY 

Rural  communities  have  always  had  a  problem  with  limited  or  no  primary  care 
resources  and  the  dilemma  of  tiying  to  provide  that  level  of  care  in  some  maimer. 
Such  is  the  case  with  the  Red  River,  New  Mexico  EMS  service.  Fire  Chief  and  para- 
medic Ron  Bumham  recognized  this  problem  and  envisioned  a  new  program  for 
paramedics  that  would  address  many  of  the  health  care  problems  that  are  faced 
today  in  the  rural  setting.  At  the  end  of  September  of  1992,  a  Federal  Grant  was 
awarded  to  the  Taos  Health  Outreach  Consortium,  which  is  a  joint  effort  of  the 
Town  of  Red  River,  Taos  Holy  Cross  Hospital,  the  University  of  New  Mexico  School 
of  Medicine,  and  the  Primary  Care  and  EMS  Bureau  of  New  Mexico.  The  ftinding 
is  for  the  development  and  implementation  of  a  program  by  which  EMS  personnel 
could  assist  the  existing  healtn  providers  in  rurfd  care  defivery.  In  many  commu- 
nities, EMS  personnel  have  evolved  into  informal  extensions  of  primary  care  physi- 
cians and  other  representatives  of  the  rural  health  care  system.  As  a  result,  some 
health  care  leaders  in  New  Mexico  and  at  the  federal  level  are  intrigued  with  the 
possibility  of  using  the  presence  of  the  widespread  EMS  system  to  extend  a  broader 
range  of  services. 
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The  focus  of  the  project  is  on  existing  patients  and  potential  patients  who  are  un- 
derserved  for  reasons  sudi  as  age  and  mobility,  geographic  location,  weather  condi- 
tions, socioeconomic,  and  inadequate  information  or  personal  resource.  These  factors 
fre^ently  handicap  a  primary  care  physician's  effort  to  attract  new  patients  and 
mamtain  a  reasonable  continuity  of  care. 

There  are  several  objectives  to  be  achieved  by  the  implementation  of  the  project. 
First,  it  should  help  "catch**  patients  who  slip  through  the  spaces  of  the  ever  widen- 
ing healthcare  network  and  bring  or  keep  them  in  regular  health  care  relationships. 
Second,  it  should  assist  existing  health  care  relationships  by  maJdng  available  visits 
which  are  more  convenient  to  the  patient.  Third,  there  could  be  a  reduction  in  the 
burden  of  public  debt  by  initial  triaging  to  appropriate  care  levels.  Fourth,  it  could 
provide  information  for  Public  Health  and  Epidemiology  data  banks.  FinaUy,  it 
could  help  reverse  the  outmigration  of  skilled  EMS  personnel  by  creating  new  career 
opportunities  and  a  greater  clinical  challenge  with  tne  expanded  scope. 

The  grant  is  sufficient  to  provide  the  program  adequately  for  three  years,  after 
which  time  it  is  hoped  that  the  program  willbe  self  sufiicient.  Some  aspects  of  pri- 
mary care  physician  reimbursement,  dispateh,  liability  and  ownership  are  auestions 
expected  to  be  resolved  by  a  pilot  project  of  this  kind.  It  is  hoped  that  all  health 
care  providers  wiU  share  with  the  consortium  ideas  of  usage,  suggestions,  evaluation 
and  support. 

The  Taos  Health  Outreach  Consortium  successfully  competed  with  over  250  appli- 
cants for  one  of  twenty  seven  Health  Resources  grants,  and  is  considered  by  the 
Health  Resources  Services  Administration  to  be  an  important  pilot  project  with  far 
reaching  implications.  Implementation  of  a  program  of  this  kind  has  potential  to  be 
very  intimidating  to  existing  providers  in  an  area  with  limited  resources,  especially 
in  the  climate  of  health  care  reform.  It  is  hoped  that  by  working  together  with 
imagination  and  by  being  responsive  to  innovation  that  the  needs  oi  the  health  care 
and  patient  community  wUl  remain  each  providers  primary  concern,  and  that  the 
project  wiU  succeed. 

PHILOSOPHY 

Rural  communities  want  and  need  some  kind  of  readily  accessible  limited  primair 
care  resource.  Because  EMS  is  often  the  only  service  available,  those  needs  default 
to  the  prehospital  providers.  Traditional  EMS  concepts  limit  the  ability  of  field  per- 
sonnel to  respond  to  those  requests.  Frequently  the  patients  £ire  not  truly  well 
served,  reimbursement  services  are  overburdened^  and  the  providers  are  left  feeling 
that  something  better  could  have  been  done. 

Increasing  the  scope  of  practice  of  Paramedics  and  utilizing  existing  EMS  systems 
would  effectively  address  many  of  those  situations.  It  could  also  direct  patients  who 
consistently  seek  emergency  services  for  their  primary  care  into  permanent  relation- 
ships with  the  medical  community.  TTie  unique  access  that  EMS  has  into  homes  al- 
lows many  opportunities  for  prevention  activities,  health  education  and  immuniza- 
tion that  mi^t  otherwise  be  missed.  Patient  encounters  within  their  homes  coupled 
with  the  ojnimunication  abilities  of  this  modem  world  open  up  a  new  avenue  for 
health  care. 

Currently  there  is  limited  opportunity  for  Paramedics  in  rural  areas.  An  expanded 
scope  could  stop  the  outflow  and  attrition  that  haunts  rural  prehospital  medicine. 
It  also  would  allow  the  paramedic  increased  opportunities  to  practice  patient  care 
skills,  thus  enhancing  their  own  practice. 

The  expanded  scope  of  practice  for  emergency  service  workers  has  considerable 
application  in  a  health  world  that  rapidly  changes  and  consistently  has  more  and 
more  patients  seeking  basic  services  in  aavanced  or  sophisticated  settings.  The  pro- 
gram seeks  to  expeind  the  existing  roles  of  Paramedics  to  fill  holes  that  no  other 
provider  services  are  currently  filling  and  to  make  use  of  a  system  that  already  has 
access  to  patients  and  their  environments. 

PROPOSED  PROTOCOL  UST— PHASE  I  IMPLEMENTATION 

ACUTE/CHRONIC  ILLNESS: 

1.  Alcoholism 

2.  Animal  bites 

3.  Asthma 

4.  Bronchitis 

5.  COPD 

6.  Croup 

7.  Diabetes  Mellitus 

8.  Fever  in  children  <  2  y.o. 

9.  Congestive  Heart  Faimre 
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10.  Hypertension 

11.  Pneumonia  in  Adults 

12.  Pneumonia  in  Children 

13.  Splinting 

14.  Minor  head  trauma 

15.  Chest  pain 

16.  Soft  Tissue  Injury;  including  Suturing  &  Bum  Management 

17.  Upper  Respiratory  Tract  Inlection 

18.  Gi  complaints 

19.  Headache 
PREVENTION: 

1.  Family  planning  (information) 

2.  Immunization 

3.  Home  safety  check 

1.  Age/sex  specific  prevention  recommendation  lists 
Note:  The  set  iip  of  the  protocols  may  not  be  in  the  above  format,  but  be  complaint 
based  instead.  Ex:  Shortness  of  breath,  abdominal  pain. 
This  document  was  developed  mid-May,  1994. 

COintSE  OUTLINE 

PART  I: 

CAREGIVER  RELATIONSHIPS,  ADVOCACY  AND  CHANGING  ROLES: 

Longterm  patient  relationships;  ethics,  holistic  and  traditional  beliefs  and  home 

deatns 
PATENT  EDUCATION: 

Conununications  and  barriers,  learning  styles,  and  family  roles. 
EPIDEMIOLOGY  AND  PUBUC  HEAL-ftl: 

Introduction  to  principles  and  services. 
IMMUNIZATION: 

DPT,  MMR,  OPV,  HIB,  Tetnus.  TB  testing.  Immunization  status  and  needs; 
record  keeping. 
HISTORY  Ato  PHYSICAL  EXAM: 

Guidelines  and  components,  including  SOAP  format  and  communication  of  in- 
formation. General  survey,  chief  complaint,  past  history,  family  and  social  his- 
tory, review  of  systems  and  physical  exam;  implications  of  basic  lab  values. 
Geriatric  considerations. 
NOTE:  ^rne  and  prostate  exam  not  included. 

NEW  SKILLS:  IJA  dip  and  SG,  throat  and  wound  cultures,  urine  pregnancy 
tests,  rapid  strep  tests.  Otoscopy,  fundoscopy,  peak  flows,  heart  sounds,  percus- 
sion, DTK's  and  hemocult  testing.  NOTE:  oximetiy,  Doppler  emd  glucose  testing 
skills  already  in  use. 
PRENATAL  CARE: 

Presumptive,  probable  and  definitive  signs.  Pregnancy  testing/referral.  Routine 
visits  after  first  exam;  H  and  P.  NOTE:  No  vaginal  exam.  Past  OB  history, 
changes  through  the  three  trimesters,  prenantal  records,  referral  for  disease 

Processes,  calculation  of  EDC.  Lab  values,  iundal  measurements,  FHFs, 
eopold's  maneuvers.  Medications  in  pregnancy,  management  of  discomfort  and 
prenatal  complications. 
PEDIATRIC  GROWTH,  DEVELOPMENT  AND  CHALLENGES: 
History  and  physical  exam;  meaning  of  fever  and  dehydration.  Developmental 
disabilities  and  milestones. 
HEALTH  SURVEILLANCE:  (including  appropriate  A  and  P,  pharmacology  and 
adaptation;  effects  and  control) 
Hypertension 

Congestive  Heart  Failure  Diabetes 

cora 

Asthma 

ALCOHOL  ABUSE: 
Physiological  basis  of  addiction;  alcoholism  and  behavior  modification. 

INJURY  PREVENTION: 
Education  objectives;  major  areas  of  home  injuiy.  Prevention  checklists. 

WOUND  MANAGEMENT: 
Superficial  anatomy,  healing  process  and  inhibiting  factors.  Evaluation  and  re- 
ferral. Topical  and  local  anesthesia;  simple  blocks.  Debridement,  and  pressure 
irrigation;  principles  of  wound  closure,  suturing  and  suture  removal;  wound 
care  and  foUowup. 

NEW  SKILLS:  Wound  management,  irrigation  and  closure:  wound  cultures. 
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ORTHO  INJURIES  AND  SPLINTING: 
Injuries  and  evaluation,  healing,  types  of  splints  and  application.  Assistance  de- 
vices and  patient  education.  NEW  SKILLS:  Splinting  with  plaster,  Bull^r 
Jones',  and  metal  finger  splints. 

TRIAGE  AND  REFERRAL: 
Expansion  of  traditional  EMS  decisions  to  include  advanced  evaluation,  remote 
physician  consult,  referral,  prevention  and  education  or  treat  and  release.  Cri- 
teria for  appropriate  triage,  referrals  or  treatment. 

CLINICAL  E&ERIENCE: 
History  and  physical  exams;  immunization  clinic  rotation:  mini  lab  experience, 
and  wound  management  and  ortho  rotation. 

PART  II:  Based  on  common  health  care  problems. 
SKIN: 

Rashes,  bites  and  stings  (local  vs  systemic),  bums,  infected  wounds;  related 

A&P  and  pharmacology. 
MUSCULOSKELETAL: 

Examination  of  injured  extremities;  arthritis  (all  types),  gout.  Reductions  of  low 

velocity  dislocations  (shoulder,  fingers  and  pateUas),  inunediate  vs  delayed  x- 

ray;  related  A&P  and  pharmacology. 
ENDOCRINE: 

Case  review  of  diabetes  to  include  retinopathy,  foot  sores  and  renal  failure.  Thy- 
roid disease. 
CNS: 

Headache  (including  migraines),  seizures  (dilantin  levels  and  transport  require- 
ments), peripheral  nurnbness,  Alzheimer's  (including  family  education),  dizzi- 
ness and  vertigo;  related  A&P  and  pharmacology. 
EENT: 

Eyes:  Corneal  abrasions  (including  topical  anesthesia)  and  conjunctivitis;  eye- 
glass repair. 

Ears:  Pneumo-otoscopy,  foreign  bodies,  wax  removal,  the  otitis  conditions. 
Nose:  Bleeds  and  foreign  bodies. 

Throat:  Pharyngitis,  pertonsilar  abscess,  cervical  nodes  and  hoarseness.  Sinusi- 
tis, viral  URFs  and  allergies;  related  A&P  and  pharmacology. 
Temiwrary  emergency  dental  care. 
RESPIRATORY: 

Cough,  pneumonia,  and  COPD.  Case  reviews  of  asthma,  triage  issues  (including 
patient  steroids  and  home  nebs);  related  A&P  and  pharmacology. 

CARDIOVASCULAR: 
Chest  pain.  Case  reviews  (to  include  usageof  12  lead  EKG's  venous  stasis,  re- 
lated A&P  and  pharmacology  (including  ffi*TN). 

GI: 

Esophageal  reflux  peptic  ulcer  disease,  and  gastroenteritis,  including  NA^/D.  In- 
testinal parasites,  early  cancer  recognition  (including  SxS  and  Screening),  liver 
and  pancreatic  disease,  hemorrhoids  (patient  education);  related  A&P  and  phar- 
macology (including  H2  blockers). 
GU: 

UTFs  retention  and  incontinence.  Pain,  pyelonephritis  £ind  va^nal  infections. 
Foley  care  (including  placement,  flushing  and  recognition  of  infection);  related 
A&P  and  pharmacology. 
STD's: 

Recognition  of  STD,  patient  education;  related  A&P  and  pharmacology. 
MENTAL  HEALTH: 

Mental  Illness  recognition  and  referral  (including  geriatrics),  basic  counseling 

skiUs  and  related  pharmacology. 
FEVER: 

Pediatric  and  adult  factors,  referral  and  related  pharmacology. 
INFECTIOUS  DISEASE: 

Viral,  bacterial  and  other  infectious  agents,  TB,  and  related  pharmacoloev. 
DEHYDRATION: 
Meaning  of  lab  values  and  the  role  of  fluids  and  electrolytes. 


WELLNE^ 

Prevention  Education:  Principles  of  health  education  and  prevention.  Smoking, 
alcohol  and  nutrition  education. 

Screening:  (general  health  risk  assessment.  Rectal,  breast  and  testicular  self 
exam;  nutrition  analysis. 
TRIAGE  and  REFERRAL: 
Case  review  and  exercises. 
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LONG  DISTANCE  INTERHOSPITAL  TRANSFERS: 
Critical  patients,  oommon  transport  pharmacology,  transport  technologies  (in- 
cluding pumps,  ventilators  and  other  monitoring  devices);  expecting  and  prepar- 
ing for  complications.  NOTE:  upgrade  of  existing  transfer  procedures. 

LIFELONG  IJIARNING  and  RESEARCH: 
Developing  skills  and  Medical  Library  access  throu^  rural  outreach  electronic 
program. 

CUNICAL  EXPERIENCE: 
Mental  health  and  ophthalmology  rotation. 

HURDLES  TO  CONSTOER 

In  the  planning  stages  for  this  program,  it  was  envisioned  that  there  would  be  sev- 
eral hurdles  to  overcome.  Below  is  a  list  of  those  hurdles  with  some  comments  con- 
cerning our  own  experience. 
Hurdle  #1:  Legal  Authority. 

In  most  states,  the  skills  that  an  EMT  may  practice  are  defined  in  EMS  Acts 
or  regulations.  In  our  state,  we  have  a  special  skills  process  that  enabled  us  to 
apply  for  special  consideration  and  extension  of  skills  through  this  process.  We 
will  be  practicing  as  physician  extenders  through  the  medical  directors  of  the 
services.  Patient  consultation  will  be  done  by  phone  with  the  patients'  primary 
care  providers  when  possible  and  through  the  Emergency  Department  24  hours 
a  day. 

If  this  project  is  successful,  we  foresee  the  need  for  a  new  licensure  level  in  our 
state  for  the  Community  Health  Specialist  (CHS)  EMT. 
Hurdle  #2:  Liability  Protection. 
All  the  project  agencies  are  public  c^encies.  A  review  of  the  project  by  state  risk 
management  indicated  that  the  CHS  EMTs  would  be  covered  under  Tort  Claims 
Act. 

Hurdle  #3:  Medical  Community  Acceptance. 
In  our  experience,  this  is  the  most  important  goal.  We  be^an  informing  and  so- 
Uciting  medical  community  support  even  before  submitting  the  grant.  It  has 
been  a  continual  process  since  that  time. 

We  have  found  that  honesty  and  seeking  out  potential  antagonists  is  important. 
It  also  seems  necessary  to  state  the  goals  repeatedly.  Emphasis  on  the  desire 
to  enhance  care,  not  compete  for  care  is  essential. 

Hurdle  #4:  Paramedic  Acceptance. 

Our  number  of  students  is  quite  small  (16).  Yet  we  have  some  interesting  sub- 
jective experiences.  The  degree  of  acceptance  has  varied  among  our  students. 
While  there  probably  are  many  contributing  reasons  for  this  variance,  the  im- 
portant point  is  to  assure  the  people  who  will  be  partaking  in  the  program  are 
motivated  to  do  so. 

Hurdle  #5:  Funding  Needs. 
We  budgeted  for  the  following: 

•  Curriculum  development 

•  Training  program 

•  Eguipment 

•  Administrative  staff 
We  wish  we  had  budgeted: 

•  Computer  programming 

•  Expert  consultation  fees 

Hurdle  #6:  Developing  an  Operational  Plan: 

Our  project  is  being  implemented  in  three  service  areas  that  have  very  different 
configurations.  We  have  found  that  important  considerations  for  an  operational 
plan  are: 

•  Specific  local  medical  resources 

•  Availability  of  CHS  EMTs 

•  Where  services  are  to  be  delivered  (fire  station,  rig,  special  unit) 

•  Community  needs  (composition  of  permanent  population,  tourism,  etc.) 

•  Hours  of  service 

•  Dispatching 

Hurdle  #7:  Data  Management/Communications 

To  date,  this  has  unfortunately  received  less  attention  than  needed.  We  are  cur- 
rently looking  the  development  of  a  computer  based  system  to  coordinate  pa- 
tient diagnosis  and  management,  patient  reports  and  data  analysis. 
We  are  also  looking  at  the  best  method  of  maintaining  contact  with  primary 
care  physicians  including  how  to  manage  phone  consultations,  sharing  of  pa- 
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tient  information,  and  the  logistics  of  a  physician  request  for  a  CHS  patient 
visit. 

Hurdle  #8:  Maintaining  the  Program. 
Beingin  a  rural  area,  our  project  has  a  small  administrative  as  well  as  small 
CHS  EMT  pool.  We  have  found  that  the  loss  of  one  person  can  drastically  affect 
the  progress  of  the  program. 

While  we  have  been  busy  developing  and  trying  to  implement  the  project,  we 
realize  that  we  will  need  to  tackle  the  following  critical  elements  in  order  for 
the  project  to  survive: 

•  Quedity  AssuranceAmprovement 

•  Reimbursement  (Medicare,  Medicaid,  and  looking  forward  to  health  reform) 

•  Training  new  CHS  EMTs 
Hurdle  #9:  Measuring  outcome. 

Perhaps  one  of  our  greatest  faults  in  this  area,  was  failure  to  carefully  define 
at  the  beginning  of  the  project  how/what  we  wanted  to  measure  in  order  to  de- 
fine our  success  or  failure.  In  our  project  this  was  quite  important  since  the 
scope  of  our  project  is  so  broad  there  are  many  variables.  In  addition  we  are 
a  rural  area  and  will  not  generate  large  numbers  on  which  to  do  probability 
studies. 

Initially  we  defined  the  general  areas  that  we  would  like  to  explore  as: 

•  Impact  on  the  health  oT  the  community 

•  Paramedic  satisfaction/retention 

•  Efiects  on  emergency  skiUs 

LESSONS  LEARNED 

The  Taos  Community  Health  Outreach  program  at  this  point  is  moving  from  its 
development  phase  into  the  implementation  p^iase.  While  we  wish  we  could  report 
that  aU  went  according  to  plan  and  has  woiked  out  perfectly,  we  currently  feel  we 
have  more  to  share  on  mistakes  to  avoid.  Below  are  some  of  our  lessons. 

L  PLANNING  ISSUES 

The  good: 

We  always  tried  to  focus  on  the  community's  needs.  Although  we  never  formally 
polled  the  community,  we  relied  on  run  analysis  and  EMT  experience  for  guidance 
on  what  was  needed. 

Medical  acceptance/support.  We  began  contacting  and  informing  the  medical  com- 
munity from  the  inception  of  the  grant  idea.  We  are  in  a  fortunate  setting  in  that 
we  have  a  relatively  small  primary  care  medical  pool  (less  than  15  people).  The  di- 
rector of  the  project  also  enjoys  a  very  positive  standing  within  the  medical  commu- 
nity. This  gave  us  a  very  positive  place  at  the  starting  gate. 

The  medical  director  of  the  Red  River  Fire  Department,  Dr.  Alfredo  VigU,  is  a 
very  intelligent,  progressive,  and  supportive  director  who  is  willing  to  actively  pro- 
mote the  proCTam. 

The  Taos  Health  Outreach  Consortium,  the  advisoiy  group  to  the  project.  It  is  a 
powerhouse.  It  consists  of  representatives  from: 
University  of  New  Mexico  School  of  Medicine 
Holy  Cross  Hospital  in  Taos 
Taos  County  EMS 
Town  of  Red  River 
Moreno  Valley  EMS 
Public  Health  Division  EMS  Bureau 

In  addition  to  these  ofiicial  representatives,  many  talented  program  planners 
were  consulted  for  their  professional  advise  and  input. 

Flejdbility.  We  hope  we  have  been  able  to  realize  when  an  original  objective  was 
not  going  to  be  effective  and  turn  it  around  to  benefit  the  overall  goals  of  the  project. 
For  example,  in  our  original  plan  we  foresaw  a  mobUe  clinic  staffed  with  a  midlevel 
practitioner  and  a  paramedic  that  would  respond  to  primary  care  calls  throughout 
the  county.  When  we  then  began  to  look  at  the  expense,  personnel,  and  travelling 
time  required,  we  realized  that  we  would  not  make  a  wise  investment  of  time  or 
monies.  Vfe  then  shifted  our  sights  on  defining  what  CHS  EMTs  could  perform,  with 
what  equipment  within  their  own  communities. 

Health  Care  Reform.  We  feel  that  we  are  ahead  of  the  curve  in  planning  more 
cost  efficient  ways  to  deliver  primary  health  care. 

The  lessons: 

New  relationships.  We  found  that  we  followed  established  connections  in  the 
formative  stages  and  did  not  consider  some  potential  alUes.  Probably  most  impor- 
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tant  was  the  failure  to  initially  contact  the  Public  Health  Department.  Once  we  in- 
cluded them  into  our  planning  committee,  we  found  we  had  an  incredibly  valuable 
ally.  Many  of  our  proposed  ideas  were  preventive  and  the  PHD  was  very  willing  to 
share  their  experience  and  expertise  as  well  as  promote  our  efforts. 

Operations  plans.  It  was  not  until  we  were  approaching  the  implementation  of 
medical  protocols  that  we  considered  the  liows  and  wheres^  of  the  operations.  This 
left  a  sense  by  the  participant  of  not  knowing  how  or  why  they  were  being  trained 
or  what  they  would  be  asked  to  do.  Earlier  forethought  would  not  only  have  ad- 
dressed this  but  also  community  questions  as  to  the  operation  of  the  project. 

II.  EDUCATIONAL  ISSUES 

The  good: 

Participation  of  local  medical  personnel  as  educators.  We  were  able  to  interest  the 
local  medical  personnel  to  be  the  presenters  of  the  community.  We  found  that  one 
of  the  main  advantages  of  this  was  that  the  medical  community  became  more  famil- 
iar with  the  content  and  CHS  students.  Their  acceptance  and  support  of  the  pro- 
gram dramatically  increased. 

The  University  of  New  Mexico  School  of  Medicine  developed  the  curriculum-  The 
authors  of  the  sections  were  Family  Practice  residents,  Emergency  Medicine  resi- 
dents, nurse  practitioners,  physician  assistants  and  nurses.  The  curriculum  was  re- 
viewed by  the  medical  director  of  the  University's  EMS  Academy,  which  is  part  of 
the  Department  of  Emergency  Medicine. 

The  students  did  a  clinical  rotation  at  the  UNM  Trauma  Center  where  they  were 
precepted  by  ER  Technicians  on  suturing,  splinting,  and  lab  skiUs.  Being  a  high  vol- 
ume service,  it  offered  the  students  a  concentrated  experience. 

There  is  a  significant  portion  of  the  curriculum  dedicated  to  prevention,  which  can 
be  a  rare  emphasis  in  communities,  especially  rural  communities. 

Students  involved  in  the  training  stated  that  they  felt  the  training  would  benefit 
their  emergency  care. 

The  lessons: 

Failure  to  "steal**.  We  felt  initially  that  we  would  need  to  fully  develop  the  curricu- 
lum. While  we  looked  at  different  sources  for  inspiration,  the  curriculum  committee 
elected  to  create  a  curriculum  for  the  proiect.  While  it  is  interesting  to  see  the  re- 
sulting similarities,  time  and  expense  could  have  been  saved.  In  addition,  use  of  all 
or  parts  of  establidied  curriculum  allows  for  better  comparison  between  programs. 

Non-educators  as  presenters.  While  it  was  in  one  way  advantageous  to  have  local 
medical  personnel  to  present  the  training,  a  disadvantage  was  that  they  were  not 
necessarily  good  as  educators. 

Failure  to  have  an  educational  coordinator.  During  the  first  presentation  of  the 
material,  there  was  a  coordinator  for  the  presentation  of  the  material.  During  the 
second  class,  however,  there  was  not.  It  was  felt  that  the  lack  of  this  consistent  per- 
son allowed  for  inconsistencies  and  limitations  in  the  presentation  of  the  material. 

Presentation  methodology.  For  time's  sake,  the  first  phase  was  presented  in  the 
lecture/lab/clinical  format.  It  was  felt  by  many  of  the  participants,  that  they  would 
like  more  of  a  problem  based  approach.  The  second  phase  is  being  developed  as  a 
hybrid;  learning  objectives  are  bemg  developed  to  identify  the  required  learning  but 
patient  cases  are  also  being  developed  as  a  way  to  present  the  material. 

Development  of  protocol  last.  The  general  approach  of  the  curriculum  was  to  be 
very  broad  and  inclusive  and  then  allow  local  communities  to  pick  and  choose  what 
parts  they  would  like  to  implement  (protocol).  On  hindsight  we  feel  this  could  have 
been  backward. 

Creating  problems  that  eliminated  potential  students.  Our  initial  requirements 
for  entry  to  the  course  were  that  the  students  be:  Paramedics,  have  taken  a  12  lead 
ECG  course,  have  a  minimum  of  3  years  experience,  and  show  interest  in  the  pro- 
gram. In  a  rural  community  setting  it  is  difncult  to  continue  to  attract  people  with 
these  qualifications.  We  are  beginning  to  feel  that  this  program  in  the  rural  setting 
may  need  to  be  targeted  toward  EMT-Is. 

Clinical  delay.  Tne  responsibilitv  for  clinical  times  for  the  first  group  of  CHS 
EMTs  was  put  on  the  students'  shoulders.  We  found  that  this  caused  significant 
delays.  In  fact  almost  a  year  later,  some  students  have  not  yet  completed  the  clinical 
portion.  With  the  second  group  of  CHS  EMTs,  clinicals  were  arranged  for  them 
around  their  schedules.  This  seems  to  be  currently  working  out  much  better. 

Clinical  facilities.  While  the  Trauma  Center  has  been  excellent  for  ER  skills,  we 
have  experienced  diHlculty  in  aligning  the  students  with  practitioners  to  perform 
physical  exams/histories  under  supervision.  There  is  reluctance  to  spend  time  with 
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these  trainees.  While  we  are  currentlv  working  on  a  solution,  we  stiD  do  not  have 
a  good  solution  for  our  particular  problem. 

III.  IMPLEMENTATION  ISSUES 

The  good: 

Minimal  equipment  expense.  We  continue  to  reprioritize  our  goals  to  consider 
what  benefit  we  be  derived  from  additional  equipment.  We  currently  find  ourselves 
able  to  extend  services  into  the  community  without  great  expense.  For  the  imple- 
mentation of  Phase  1,  we  foresee  the  need  otoscopes  and  suture/splinting  materials. 

The  lessons: 

Depth  of  administration.  The  administration  of  the  project  initially  consisted  of 
two  part  time  positions;  the  director  project  coordinator.  In  the  fall  of  1993,  the 
project  coordinator  resigned,  markedly  slowing  the  progress  of  the  project.  Unfortu- 
nately it  turned  into  a  situation  where  the  director  was  so  busy  with  other  projects 
and  trying  to  maintain  this  one,  the  hiring  of  a  new  project  coordinator  did  not  take 
place  until  March.  This  person  resigned  in  two  weeks.  At  this  point  a  decision  had 
to  be  made  on  whether  to  continue  the  project.  It  was  decided  that  it  was  very  im- 
portant to  continue.  In  order  to  help  broaden  the  base,  a  project  coordinator,  evalua- 
tion consultant  and  support  staff  were  all  hired  for  part  tune  work. 

Motivation  to  become  CHS  EMTs.  We  had  an  interesting  experience  in  our  stu- 
dent pool's  motivation  to  both  seek  out  and  be  successful  in  the  training  program. 
We  have  at  times  wondered  if  this  was  just  a  lofty  ideal  for  a  think  tank.  It  is  dif- 
ficult to  come  to  any  conclusions  concerning  the  motivational  level  of  the  students, 
but  some  comments  may  be  useful.  We  found  that  the  motivational  level  was  high 
among  the  rural  paramedics  who  say  they  have  traditionally  encountered  the  situa- 
tions covered  by  the  curriculum.  Over  half  of  these  participants  were  volunteer.  We 
met  most  resistance  to  the  program  from  paramedics  living  in  the  small  town  set- 
ting who  were  paid  professionals.  Probably  due  to  a  history  of  conflict  an  unfulfilled 
promises  from  admmistration,  they  demanded  that  they  receive  something  from 
their  efforts  and  wanted  assurance  of  this  prior  to  entering  the  training  program. 
There  certainly  are  many  other  issues  contributing  to  this  diversity,  but  our  lesson 
learned  was  that  we  made  assumptions  about  our  great,  challenging,  patient  care 
program  that  were  not  universally  shared  by  those  who  would  be  implementing  the 
services. 

IV.  THE  FUTURE  OF  EMS 

The  good: 

We  feel  that  we  have  helped  generate  discussion  of  the  current  state  of  EMS  edu- 
cation. 

We  feel  that  we  are  developing  one  possible  direction  for  the  future  of  EMS. 
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Mr.  Towns.  All  right,  thank  you  very  much,  Mr.  Lopez,  for  your 
testimony. 
Mr.  McMichael. 

STATEMENT  OF  JIM  McMICHAEL,  SENIOR  CITIZENS 
REPRESENTATIVE 

Mr.  McMichael.  Yes,  sir.  Appreciate  the  opportunity.  I  have 
been  asked,  although  I  am  not  attached  to  the  Commission  on 
Aging,  to  speak  on  rural  health  care  in  Torrance  Coimty  for  seniors 
in  particular.  I  think  that  may  be  because  you  cannot  get  much 
more  rural  than  I  am  and  you  cannot  get  much  more  senior  than 
I  am  right  now. 

Nevertheless,  a  part  of  what  I  would  look  like  to  cover  has  al- 
ready been  covered,  so  I  will  make  it  brief. 

Torrance  County  has  been  mentioned  as  being  rather  sparsely 
settled.  I  will  add  just  a  little  bit  more  to  that.  The  five  incor- 
porated towns  in  the  county,  total  3,450  in  population;  the  total 
county  population  in  1990  was  10,089  and  currently  is  estimated 
to  be  about  11,500.  That  says  for  the  rest  of  the  population  the 
coimty  population  density  is  about  two  people  per  square  mile, 
which  tells  you  one  of  the  problems  that  we  have  as  far  as  reaching 
these  people  are  concerned. 

Now,  among  the  elderly,  we  have  about  5  percent  of  the  males 
above  60  years  old  hving  alone;  45  percent  of  females  hve  alone, 
and  the  total  estimate  of  people  over  60  is  about  3,200  or  more. 
There  are  2,153  families  living  in  poverty  in  the  county,  and  there 
are  both  child  abuse  and  elderly  abuse  conditions  here.  It  is  rather 
sad,  but  child  abuse  is  about  70  cases  per  thousand  people;  for  the 
elderly  it  is  possibly  higher.  So  these  are  some  of  the  things  that 
need  to  be  addressed. 

To  help  ease  the  lack  of  income  on  the  part  of  the  elderly,  the 
Commission  on  Aging  does  provide  a  meal  per  day  up  to  5  days  per 
week  for  those  over  60,  for  either  a  minimal  donation,  or  free  of 
charge  for  those  not  inclined  or  not  able  to  make  a  donation.  There 
are  eight  senior  centers  in  the  coimty;  seven  of  these  provide 
meals.  The  seven  centers  serve  an  average  of  200  meals  per  day, 
5  days  per  week,  52  weeks  in  the  year. 

For  those  who  are  not  able  to  attend  the  centers,  the  home  deliv- 
eries are  54  meals  per  year  on  average,  5  days  per  week,  52  weeks 
out  of  the  year.  More  home  deliveries  could  be  made,  but,  of  course, 
there  are  funding  restrictions,  and  funding  limits  right  now  pro- 
hibit the  delivery  of  meals  further  than  1  mile  fi'om  the  highways 
in  the  county. 

Accommodations  for  medical  treatment  in  the  county  leaves 
much  to  be  desired  for  the  veiy  ill  and  the  elderly.  In  Moriarty 
there  are  two  clinics.  One  is  staffed  fiill  time  by  a  DO  and  a  nurse. 
Other  staff  are  part-time.  There  are  a  part-time  dentist  and  two 
chiropractors,  at  least  one  of  which  serves  other  towns  on  a  part- 
time  basis. 

In  Estancia,  Hope  Clinic  is  maintained  by  Presbyterian  Hospital 
in  Albuquerque  and  is  staffed  by  a  doctor  and  a  nurse  5  days  a 
week. 

Mountainair  has  a  family  clinic  which  will  be  staffed  full  time  be- 
ginning in  October  under  the  sponsorship  of  the  University  of  New 
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Mexico,  I  believe.  The  doctors  who  will  staff  that  are  new  arrivals 
in  the  area  and  they  have  just  set  up  practice. 

I  mentioned  the  meals,  and  some  other  things  that  are  being 
done  as  far  as  the  elderly  are  concerned,  toward  preventive 
healthcare. 

We  all  know  that  among  the  things  required  for  health  is  food, 
environment,  attitude,  exercise,  and  treatment.  We  have  talked  a 
little  bit  about  the  food  being  provided  for  people  who  are  needy. 
The  commission  also  has  a  program  of  exercise  as  a  preventive  and 
improvement  of  health.  Unfortimately,  not  very  many  people  take 
advantage  of  it.  Of  the  3,200  people  we  have,  many  times  we  have 
tried  to  get  people  to  take  a  program  of  exercise  oi  a  few  minutes, 
principally  walking  three  times  a  week  or  something  like  that,  and 
encourage  them  to  take  part  in  the  senior  Olympics  program.  To 
date  we  nave  about  1  percent  of  the  population. 

Thank  you. 

[The  prepared  statement  of  Mr.  McMichael  follows:] 

Prepared  Statement  of  Jim  McMichael,  Senior  Citizen  Representative 

The  observations  which  will  be  made  in  this  statement  are  just  that — observa- 
tions. When  asked  to  appear  at  the  hearing  on  rural  health  on  Oct.  9,  1994,  I  was 
told  that  it  was  the  wish  of  this  committee  to  have  a  representative  that  was  not 
a  member  of  local  government,  or  the  Commission  on  A^ng. 

Torrance  County  is  located  in  the  geometric  center  ofNew  Mexico,  and  is  sparsely 
settled  as  are  many  other  counties  of  the  state.  The  area  of  the  county  is  3346  sq. 
miles.  Total  population  at  the  last  federal  census  in  1990  was  10,089. 

Distribution  of  the  population  between  the  towns  and  rural  area  will  show  that 
most  of  the  people  in  the  county  do  not  live  in  the  towns.  As  of  1990,  the  |>opulation 
distribution  among  the  incorporated  areas  was:  Estancia  792;  Mountamair  926; 
Moriarty  1399;  WiUard  183;  Endno  150  (est). 

Subtracting  the  total  of  t^ie  town  dwellers  from  the  total,  leaves  a  distribution  of 
two  people  per  square  mile  for  the  remainder  of  the  county. 

The  1994  population  is  conservatively  estimated  at  approximately  11500.  Of  the 
total  population  of  the  county,  at  least  3900  are  over  60  years  of  age.  Of  this  num- 
ber, 5%  of  the  males  live  alone,  and  45%  of  females  live  alone.  For  the  countv  as 
a  whole,  median  family  income  is  $19,400,  up  substantially  from  ten  years  ago.  Also, 
there  are  2,153  families  living  in  poverty.  Sadly,  child  abuse  is  about  70  per  1000. 
For  the  elderly,  possibly  higher.  Tne  county  ranks  first  in  child  abuse  cases  in  the 
state,  and  fifth  in  adult  abuse. 

To  help  ease  the  lack  of  income  on  the  part  of  the  elderly,  the  Commission  on 
Aging  does  provide  a  meal  per  day,  up  to  five  days  per  week  for  those  over  60  for 
either  a  minimal  donation,  or  free  of  charge,  for  those  not  inclined  or  not  able  to 
make  a  donation.  There  are  eight  senior  centers  in  the  county,  and  seven  of  them 
provide  meals.  These  seven  centers  serve  an  average  of  200  meals  per  day,  five  days 
per  week,  52  weeks  in  the  year.  There  are  also  home  deliveries  of  54  meals  per  day 
average,  five  days  per  week,  and  52  weeks  per  year.  More  than  this  number  of  home 
deliveries  is  needed,  but  fimding  limitations  have  prohibited  deliveries  further  than 
one  mile  from  the  highways. 

Accomodations  for  medical  treatment  of  the  county  leaves  much  to  be  desired  for 
the  very  ill  and  the  elderly.  In  Moriarty  there  are  two  clinics;  one  is  staffed  fuU  time 
by  a  D.O.  and  a  nurse.  Other  staff  are  part  time.  There  is  a  part  time  dentist  and 
two  chiropractors,  at  least  one  of  which  serves  other  towns  on  a  part  time  basis. 
In  Estancia,  Hope  Clinic  is  maintcdned  by  Presbyterian  Hospital  m  Albuquerque, 
and  is  staffed  by  a  doctor  and  nurses  five  days  per  week.  Mountainair  has  a  family 
clinic  which  will  be  staffed  full  time  beginning  in  October,  under  sponsorship  of  the 
University  of  New  Mexico.  Two  doctors  are  new  arrivals  in  the  area,  and  have  just 
begun  practice. 

Considering  all  of  the  MD's  available  in  the  county,  there  wUl  be  a  maximum  of 
5  at  any  one  time,  and  the  distance  to  a  doctor's  office  can  be  as  much  a  70  miles 
for  patients  in  some  parts  of  the  county.  The  doctors  do  not  make  house  calls,  and 
are  available  only  during  office  hours,  nominally  8  hours  per  day. 

The  nearest  emergency  service  available  on  a  24-hour  basis  is  at  the  emergency 
room  of  hospitals  in  the  Albuquerque  area.  Emergency  treatment  can  be  a  very  real 
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and  critical  problem  for  those  residents  who  are  alone  and  without  transportation. 
They  are  dependent  on  only  the  local  emergen^  ambulance  service  or  friends  who 
wiU  agree  to  get  them  to  an  emergency  room.  Tiiis  is  the  way  they  freauently  have 
to  handle  an  emergency.  The  availability  of  ambulance  services  locally  should  sound 
reassuring,  but  the  cost  is  often  a  factor  that  means  the  difference  l>etween  getting 
to  an  emergency  room  when  treatment  is  ui^ent,  and  postponing  the  trip  until  a 
less  expensive  means  can  be  arranged.  I  am  not  sure  whether  costs  are  always  the 
same  for  all  local  ambulance  service,  but  the  last  time  I  was  faced  with  the  need, 
the  cost  was  in  excess  of  $400  dollars  for  a  one  way  trip  to  Albuquerque.  Under  cer- 
tain circumstances  the  cost  can  be  disallowed  by  Meoicare,  and  the  expense  then 
must  be  borne  by  the  patient. 

Some  trips  to  specialists  or  to  HMO's  can  be  handled  by  the  senior^s  transpor- 
tation from  the  Commission  on  Aging,  although  they  are  not  properly  equipped  to 
handle  wheelchair  cases.  At  the  present  time  there  is  not  a  van  equipped  with  a 
chair  lift,  and  as  always  there  are  budget  constraints  which  delay,  if  not  prevent, 
acmiisition. 

Home  health  care  is  virtually  non-existent  except  what  can  be  provided  by  fami- 
lies. In  some  cases,  patients  released  after  hospital  care  can  arrange  through  Medi- 
care for  limited  use  of  a  home  care  nurse  for  a  limited  time.  Even  for  fanmies  who 
can  aiTord  a  reasonable  expense,  the  qualiiled  help  is  not  available.  Even  unquali- 
fied help  is  limited,  For  most  families,  use  of  the  KeUy  Temporary  Servicies  is  out 
of  the  question  after  mileage  rates  have  been  added  to  standard  fees. 

One  of  the  questions  we  are  supposed  to  address  is:  What  can  be  done  to  help? 
Unfortunately  there  is  little  that  can  be  done  as  a  bandaid  measure  to  cure  the  ills 
that  have  been  burdening  the  health  care  of  individuals  for  years,  since  the  incep- 
tion of  the  Medicare  and  Medicaid  systems  and  the  "efforts  of  the  Federal  Govern- 
ment to  help".  For  example,  at  the  time  I  and  many  of  my  peers  were  in  grade 
school,  there  was  a  personal  relationship  between  doctor  and  patient.  He  was  often 
a  friend  as  well  as  a  doctor,  and  there  were  no  middlemen  between  the  patient  and 
doctor.  At  the  time  I  recall,  in  the  small  town  where  I  lived,  there  were  about  200- 
250  people,  and  two  doctors,  who  not  only  kept  office  hours,  but  were  on  caU  24 
hours  a  day.  Fees  were  reasonable,  and  the  doctor  sometimes  settled  for  something 
other  than  cash  for  his  services.  Malpractice  was  unheard  of.  I  also  remember  a  few 
years  later  as  a  senior  in  hi^  school  at  a  somewhat  larger  town  of  slightly  over 
800  population,  there  were  three  doctors  who  followed  the  same  schedules.  One  doc- 
tor also  treated  all  high  school  footb£ill  players  free  of  charge. 

A  few  years  later,  with  the  advent  oi  the  Medicare  system  one  family  health  care 
physician  was  the  owner  of  a  three  doctor  clinic  in  a  town  of  about  4000  people. 
His  response  to  Medicare  was  this:  "Before  Medicare,  I  divided  patients  into  three 
categories.  One  third  paid  their  charges  promptly;  one  third  eventually  paid  most 
of  what  they  were  charged:  and  one  third  I  counted  on  treating  without  collecting 
any  payment.  Now  with  Medicare  I  am  supposed  to  be  able  to  collect  all  charges, 
but  I  am  having  to  employ  eleven  people  just  to  take  care  of  the  red  tape,  and  will 
have  to  restrict  the  time  I  can  spend  treating  patients'. 

It  is  easy  to  see,  from  this  information,  and  from  many  other  sources  that  the  cost 
of  treatment  is  not  only  the  result  of  the  increases  in  doctor's  charges,  and  the  re- 
striction in  the  number  of  doctors  trained,  but  largely  by  the  paper  pushers  that 
have  been  introduced  into  the  system.  In  order  to  get  at  the  cause  of  the  situation 
we  have  now,  we  need  to  start  with  the  lawmakers.  Congress  is  made  up  largely 
of  lawyers  who  want  to  stay  in  office,  and  participate  in  the  many  perks  available, 
such  as  voting  themselves  pay  increases  whether  they  serve  the  public  well  or  not, 
passing  laws  which  apply  only  to  the  public  who  pay  tnose  salaries,  while  exempting 
themselves  from  many  of  them,  legislating  for  themselves  handsome  retirement  pro- 
grams, which  even  is  an  embarrassment  to  some  of  the  more  conscientious.  On  top 
of  this,  many  are  indebted  to  the  trial  lawyers  who  contribute  generously  to  their 
election  campaigns.  As  a  consequence  malpractice  awards  have  no  limits,  and  the 
Trial  Lawyers  Association  would  obviously  like  to  keep  it  like  that.  In  turn,  doctors, 
in  order  to  stay  in  practice,  whether  they  are  competent  or  not,  have  to  protect 
themselves  by  purchasing  sometimes  outlandish  amounts  of  malpractice  insurance. 
The  insurance  agents  ana  the  companies  they  represent  add  to  the  cost.  All  of  these 
charges  are  then  passed  on  to  the  patient.  On  top  of  this,  the  Medicare  and  Medic- 
aid systems  are  paid  for  from  taxes  collected  from  aU  taxpayers  by  the  Federal  Gov- 
ernment, which  nas  an  overhead  that  amounts  to  two  thirds  to  three  fourths  of  each 
dollar  the  taxpayer  pays  into  the  system.  After  this  dilution  of  use  of  taxpayer  in- 
come, the  Medicare  patient  must  also  have  an  insurance  payment  deducted  from  his 
social  security  income,  and  spend  $100  as  a  deductible  Ibefore  getting  any  benefit 
of  his  insurance.  His  insurance  is  also  good  for  only  80%  of  "approved  charges". 
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The  introduction  of  "parasites",  or  non-producers  to  the  relationship  between  doc- 
tor and  patient  is  something  that  has  been  recognized  by  many  as  the  product  of 
greed  on  the  part  of  people  and  agencies  who  are  feeding  on  tne  unforUinate  cir- 
cumstances 01  others,  particularly  the  elderly,  who  require  medical  treatment.  Many 
recognize  this,  but  even  if  they  are  in  government  they  still  do  not  appear  willing 
to  give  up  their  "share"  of  the  misfortunes  of  the  less  fortunate,  even  thou^  they 
are  partially  paid  by  the  same  people. 

To  quote  from  a  statement  received  from  the  AARP  concerning  financing  of  the 
Clinton  reform  proposal: 

The  Clinton  reform  proposal  offers  a  new  idea  based  on  an  old-fashioned 
value:  responsibility.  The  plan  guarantees  a  comprehensive  benefits  pack- 
age that  covers  a  wide  range  oi  preventive  services — to  keep  you  from  get- 
ting sick,  while  asking  you  to  take  responsibility  for  your  own  health.  It 
says  to  doctors:  well  get  the  lawyers  off  your  backs  and  cut  your  paper- 
work, but  we're  going  to  hold  you  accountable  for  delivering  the  hi^est 
quality  of  care  in  the  world."  Question — why  does  this  take  a  complete  over- 
haul of  the  system  that  is  already  the  acknowledged  best  in  the  world? 

Another  illustration  which  points  out  a  problem  is  illustrated  on  the  next  page. 
Why  are  so  manv  so  called  administrators  oetween  doctor  and  patient,  when  in  tne 
past  before  the  bureaucrats  there  were  at  most  a  bookkeeper  for  the  doctor,  and 
whatever  nurses  he  may  have  needed,  depending  on  the  number  of  patients  he 
treated. 

Page  6  is  a  commentary  about  some  of  the  health  care  svstems  that  were  recently 
proposed  for  legislative  action.  I  am  sure  the  members  of  the  committee  are  familiar 
with  this  information.  It  is  reproduced  from  the  Wall  Street  Journal,  and  originated 
as  a  study  by  the  National  Taxpayers  Union  and  indicates  to  almost  anyone,  that 
health  care  plans  need  much  more  thought  and  objectivity  applied.  The  idea  of  mak- 
ing criminals  of  those  who  are  doing  their  best  to  stay  healthy  is  repulsive  to  most 
thmking  Americans.  The  criminal  nistice  system  alreadv  cannot  take  care  of  the 
load  it  has  without  making  criminals  of  those  in  ill  health,  many  of  whom  are  only 
trying  to  ease  pain. 

Note  in  these  proposed  health  care  plans  the  number  of  times  the  words  "pen- 
alty", "require",  *Tine",  "prison",  and  "limit",  are  used.  After  passage  of  such  confin- 
ing legislation  as  the  proposed  Clinton  plan,  do  we  change  the  worcCs  of  our  National 
Anthem?  Will  "the  land  of  the  free,  and  the  home  of  the  brave"  still  apply? 

The  Committee  on  Aging  for  the  county  has  for  several  years  been  promoting  a 
program  aimed  at  preventive  health  care,  but  results  have  been  disappointing,  lliis 
program,  which  is  also  nationwide,  attempts  to  promote  an  interest  in  exercising 
ana  participating  in  county,  state,  and  for  qualifiers,  nationcd  senior  Olympics  com- 
petition. The  minimum  exercise  is  walking,  three  times  per  week.  To  date,  in  any 
one  year,  there  has  been  under  one  percent  participation  from  county  residents. 
Considering  the  fact  that  the  program  has  something  that  any  one  can  do,  even 
wheel  chair  patients,  it  is  difficult  to  see  why  the  participants  are  so-few. 

Availability  of  a  way  of  complementing  home  health  care  is  one  program  that 
could  help  ease  the  burden  on  Medicare.  There  are  elderly  who  prefer  to  stay  at 
home  with  family  or  even  alone  with  just  a  little  help.  They  often  are  forced  to  go 
to  rest  homes  at  Medicaid  expense,  and  rest  homes  are  becoming  very  expensive. 

Other  rural  health  problems  arise  because  many  of  the  elderly,  especially  those 
living  alone  also  do  not  have  a  means  of  communication.  They  lack  telephones,  and 
if  one  falls,  he  or  she  can  be  in  serious  trouble  if  some  have  not  appointed  them- 
selves to  check  on  their  welfare  occasionally.  In  this  time  of  advanced  wireless  com- 
munication, a  countywide  system  of  pagers  does  not  seem  out  of  the  question,  giving 
adequate  fiinding  for  those  who  cannot  afford  telephones. 

Mr.  Towns.  Thank  you  very  much  for  your  testimony.  We  thank 
all  of  you  for  your  testimony.  I  think  that  hearings  like  this  are 
very,  very  important  because  the  United  States  oi  America  is  so 
different  that  what  might  be  good  for  one  area  just  might  not  be 
good  for  another  area.  I  think  for  us  to  leave  Washington  and  to 
come  out  and  hear  you  is  extremely  important;  so  I  want  to  thank 
Congressman  SchiflF  again  for  making  certain  that  we  did  that. 

Given  that  we  are  likely  to  consider  health  care  reform  in  the 
next  Congress,  and  I  think  we  will,  what  particular  issues  regard- 
ing rural  health  care  services  would  you  like  to  see  in  the  bill?  Ei- 
ther one  of  you,  Mr.  Lopez,  Ms.  Robertson. 
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Mr.  Lopez.  I  think  the  ability  to  explore  the  availability  of  more 
health  care  providers  and  a  method  of  getting  them  into  rural 
areas  with  specific  targeted  approaches  to  doing  that  would  be  very 
beneficial.  I  also  believe  that  in  some  manner  getting  EMS,  emer- 
gency medical  services,  involved  in  primary  care  and  9ie  preventive 
care  arena  would  also  be  beneficial.  EMS  has  not  traditionally  been 
involved  in  these  areas  and  exploring  different  ways  for  their  in- 
volvement might  be  opportune  for  different  areas  of  the  country. 
This  would  provide  an  existing  resource  that  with  some  additional 
training  could  work  in  conjunction  with  other  health  care  providers 
and  other  health  care  facilities  to  provide  the  whole  spectrum  of 
care  for  the  rural  areas. 

Mr.  Towns.  Ms.  Robertson,  do  you  want  to  add  something  to 
that? 

Ms.  Robertson.  I  mentioned  two  when  I  was  giving  my  prior 
testimony,  but  there  is  one  recommendation  that  I  have  and  it  cen- 
ters around  the  terms  of  collaboration  and  synergy.  We  have  been 
able  to  do  quite  a  great  deal  in  Torrance  County  because  we  re- 
sponded to  an  act  to  develop  a  Maternal  and  Child  Health  Council. 

Since  we  began  that  council  in  1992,  we  expanded  it  and  it  is 
now  called  the  County  Health  Council.  I  would  like  to  see  more 
planning  moneys  be  provided  for  collaborative  efforts  such  as  these, 
so  that  local  problems  can  be  addressed  at  the  local  level.  The 
plans  that  are  developed  will  be  more  likely  supported  by  the  local 
people  that  have  those  problems  and  concerns. 

One  other  area.  The  council  was  able  to  establish  prenatal  care 
in  the  Moriarty  area.  It  is  the  first  time  it  had  ever  been  in  the 
Moriarty  area,  the  community  that  has  the  largest  population  in 
Torrance  County.  I  read  in  the  Journal  of  American  Medical  Asso- 
ciations that  it  has  been  conclusively  determined  that  health  advice 
provided  in  conjunction  with  prenatal  care  will  lower  the  risk  of  de- 
livering a  low  birth  weight  baby.  So  I  would  like  to  see  preventive 
efforts  such  as  those  be  a  strong  component  of  future  legislation. 

Currently,  prevention  dollars  are  a  smaller  portion  of  the  health 
care  dollars  that  go  out.  So  I  would  like  to  see  some  types  of  initia- 
tives or  dollars  be  put  in  the  prevention  side  to  beef  up  efforts  like 
health  advice,  prenatal  care,  mammography,  annual  physicals.  A 
lot  of  the  health  problems  could  be  averted  if  seniors  and  other 
residents  could  be  able  to  get  a  free  annual  physical. 

Malpractice  insurance  reform  is  really  critical  in  a  rural  area. 
Our  doctors  have  to  practice  defensively.  It  makes  them  even  that 
much  more  leery  to  make  a  lot  of  the  decisions  that  are  necessary 
in  a  rural  community.  The  decisions  like  saying  to  EMS,  "OK,  do 
not  transport  that  patient,  you  can  handle  that."  They  are  con- 
cerned about  insurance  liability.  So  some  type  of  malpractice  re- 
form would  be  really  excellent. 

Mr.  Towns.  All  right.  Thank  you. 

Mr.  McMiCHAEL.  I  would  like  to  address  two  problems  that  I 
think  could  be  improved.  Part  of  this  is  from  personal  experience. 
We  have  had  an  elderly  mother  in  our  home  who  passed  away  re- 
cently at  the  age  of  99.  For  quite  a  bit  of  time  during  that  time 
where  she,  like  nearly  all  of  the  elderly  people,  have  the  horror  of 
going  to  a  rest  home.  It  is  unfortunate,  but  that  is  the  way  it  is. 
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Some  way  of  providing  or  at  least  making  health  care  help  avail- 
able to  somebody  in  the  home  for  a  short  time.  It  does  not  have 
to  be  24  hours  a  dav.  It  does  not  have  to  be  more  than  2  or  3  hours 
a  day  occasionally,  but  it  is  just  help  for  the  providers  of  those  peo- 
ple who  are  having  to  take  care  of  an  elderly  patient. 

This  is  one  thing,  and  another  thing  just  mentioned  is  the  reform 
of  the  liability  laws.  I  took  a  quote  from  one  of  the  bulletins  I  read 
that  referred  to  one  of  the  things  that  was  happening,  and  included 
in  the  Clinton  plan;  I  would  like  to  quote  that. 

The  Clinton  reform  proposal  offers  a  new  idea  based  on  an  old-fashioned  value, 
responsibility.  The  plan  guarantees  a  comprehensive  benefit  package  that  covers  a 
wide  range  of  preventive  services  to  keep  you  from  getting  sick  vmile  asking  you 
to  take  advantage,  take  responsibility  for  your  own  health.  U  says  to  doctors  we  will 
get  the  lawyers  off  your  backs  and  cut  your  paperwork,  but  we  are  going  to  hold 
you  accountable  for  delivering  the  highest  quality  of  care  in  this  world. 

I  think  we  still  have  right  now  the  highest  quality  of  care  in  the 
world,  it  is  just  it  is  not  the  most  afford^le. 

Mr.  Towns.  Right.  Thank  you  very  much.  My  time  has  expired. 
At  this  time  I  yiela  to  Congressman  Schiflf. 

Mr.  ScHlFF.  Thank  you,  Mr.  Chairman.  The  issue  that  I  hear 
mentioned  in  discussing  rural  health  care  more  than  any  other 
issue,  and  this  is  not  to  say  there  are  not  other  issues,  there  cer- 
tainly are,  but  the  issue  I  hear  mentioned  the  most  in  rural  health 
care  is  physical  access  to  practitioners,  especially  specialists  and  fa- 
cilities such  as  hospitals  and  clinics  with  the  most  advanced  tech- 
nological equipment,  all  of  which  are  available,  normally  speaking, 
to  people  in  urban  communities. 

Now,  there  is  always  a  financial  issue  in  urban  communities,  but 
the  providers  are  there;  whereas  they  might  not  be  present  in  rural 
communities.  Let  me  talk  first  about  medical  doctors  and  special- 
ists, these  kinds  of  providers.  Do  you  have  any  suggestions  for 
what  we  could  do  in  a  health  care  bill  that  might  encourage  medi- 
cal doctors,  particularly  medical  specialists  to  live  and  practice  in 
rural  communities? 

Ms.  Robertson,  do  you  want  to  try  that  one  first? 

Ms.  Robertson.  Doctor  McCloud,  Orrin  McCloud  is  the  physi- 
cian at  the  Moriarty  Family  Health  Clinic  and  he  said  to  me  and 
I  quote  him,  that  doing  business  in  a  rural  area  is  more  expensive 
than  doing  business  in  an  urban  area.  That  should  not  be.  He  spe- 
cifically said  I  guess  the  cost  of  doing  certain  types  of  things  are 
more  expensive,  cost  him  more  to  do  many  types  of  things. 

So  if  nealth  reform  could  center  around  looking  and  studying 
why  it  costs  more  for  the  physicians  that  do  come  to  do  business 
in  a  rural  area,  it  would  help  to  ^et  an  insight  on  why  that  is  hap- 
pening and  come  up  with  initiatives  to  make  it  not  happen.  That 
is  probably  the  first  thing. 

The  second  thing  that  I  would  also  suggest  is  I  think  many  doc- 
tors when  they  go  to  school  to  become  doctors,  they  have  these  stu- 
dent loans  they  nave  to  pay  when  they  come  out  of  school  that  are 
quite  large.  And  in  order  to  pay  those  loans  back,  they  need  to  get 
a  job  that  pays  the  most  money  in  order  to  pay  those  loans.  So  if 
there  was  some  type  of  a  waiver  of  these  student  loans  that  they 
came  out  into  rural  areas,  that  would  probably  help. 

Also,  one  of  the  things  that  
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Mr.  ScHiFF.  We  used  to  do  that  with  teachers,  as  a  matter  of 
fact,  in  underserved  areas.  So  that  is  an  idea  that  has  certainly 
been  used  before. 

Ms.  Robertson.  One  other  idea  that  I  have  and  I  am  trying  to 
go  quickly  and  not  lose  my  train  of  thought  on  it,  would  be  to— 
and  I  think  I  lost  my  train  of  thought.  I  am  sorry. 

Mr.  SCHIFF.  It  is  all  right. 

Ms.  Robertson.  The  question  was  specialists,  to  get  specialists 
here  and  to  keep  the  doctors  that  are  here.  I  talked  about  the  waiv- 
er of  the  student  loans.  Another  one  would  be  to  have  the  report 
and  I  am  sorry  I  have  lost  the  train  of  thought.  I  got  too  excited 
about  what  I  was  going  to  say. 

Mr.  ScHiFF.  Perhaps  I  should  not  have  interrupted,  but  I  did  so 
to  commend  you  on  the  suggestion  of  financial  inducement  is  one 
that  is  the  least  bureaucratic  and  I  think  has  shown  the  most 
promise  from  past  experience,  because  I  do  know  we  have  done  so 
with  respect  to  serving  underserved  education  areas,  both  rural 
and  inner-city  areas  in  the  past.  So  that  is  an  idea  that  I  think  cer- 
tainly has  been  used  in  the  past. 

Mr.  Lopez  or  Mr.  McMichael,  would  you  like  to  add  to  that? 

Mr.  McMichael.  One  of  the  things  I  would  question  is  whether 
or  not  there  is  enough  of  any  individual  specialist  problems  to  be 
in  a  rural  area.  It  seems  that  plenty  of  general — I  mean  general 
practitioners  who  could  decide  who  needs  to  go  to  a  specialist,  and 
then  provide  some  help  in  getting  that  person  there  might  be  just 
as  effective.  Of  course,  we  are  50  miles  away  from  specialized  help 
right  now,  but  we  are  also  pretty  short  on  general  help.  General 
practitioners  can  take  care  of  80  percent  of  the  problems  that  peo- 
ple need. 

Mr.  ScHiFF.  What  would  you  do  to  have  more  general  practition- 
ers live  in  rural  areas? 

Mr.  McMichael.  I  think  a  financial  incentive  is  the  thing  that 
always  helps.  To  say  in  detail  how  you  would  do  that,  I  don't  Know, 
but  I  think  the  fact  that  if  they  had  some  incentive — we  have  a  few 
people  that  like  to  come  to  rural  areas.  The  people  coming  here 
right  now  in  Mountainair  are  coming  because  they  like  the  rural 
area.  So  any  kind  of  incentive,  other  than  just  because  they  like  it. 
There  are  people  who  will  like  the  rural  way  of  life  and  if  a  little 
bit  of  financial  incentive  can  be  added,  I  think  it  would  help. 

Mr.  ScHlFF.  Mr.  Lopez,  let  me  come  to  you  with  a  different  ques- 
tion, if  I  may,  and  that  is  you  emphasized  very  strongly  the  idea 
that  emergency  medical  technicians  and  personnel  could  be  given 
expanded  responsibilities  and  take  over  some  of  the  responsibilities 
that  before  now  have  been  solely  done  by  physicians.  I  think  that 
that  is  a  good  idea.  I  think  it  is  one  that  is  already  happening.  We 
are  already  seeing  an  expansion  in  the  role  of  physicians  assistants 
and  so  forth  aroimd  the  country. 

Would  you  offer,  do  you  have  any  suggestions  as  to  what  Con- 
gress can  do  or  the  State  legislature  can  do  to  properly  expand  the 
role  of  other  health  care  practitioners  under  appropriate  super- 
vision to  jgive  them  greater  responsibility? 

Mr.  Lopez.  Exactly.  One  of  the  limiting  factors  now  for  emer- 
gency medical  services  is  that  reimbursement  is  tied  to  transpor- 
tation. So  if  they  do  something  in  an  expanded  mode  that  does  care 
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locally  and  they  coordinate  with  the  local  clinics  and  leave  the  pa- 
tient here,  they  ultimately  do  not  transport.  So  it  is  kind  of  a  catch 
22.  They  are  trying  to  do  something  triat  is  good  for  the  commu- 
nity, but  since  they  do  not  transport,  they  are  not  reimbursed  in 
a  fashion  that  would  make  it  conducive  for  them  to  continue  to  do 
that. 

So  it  would  be  an  important  item  to  look  at  Medicare,  Medicaid, 
insurance  providers  that  would  have  a  flexible  reimbursement  for 
those  properly  documented  services  that  would  be  able  to  do  that 
and  honestly  making  sure  they  are  tied  in  with  the  rest  of  the 
health  care  community  so  that  they  are  not  envisioned  as  threaten- 
ing the  base  that  the  clinics  or  other  providers  might  have. 

Mr.  ScHiFF.  All  right,  thank  you  for  that,  Mr.  Lopez.  Ms.  Robert- 
son, would  you  like  to  respond  to  that? 

Ms.  Robertson.  If  I  might.  Representative  Schiff,  I  would  like 
to  go  back  to  your  first  question,  if  that  is  OK  I  got  my  thought 
back  and  it  was  an  important  one.  That  was  insurance  coverage. 

I  remember  calling  FHP.  I  happen  to  be  an  individual  that  has 
no  health  insurance.  I  am  a  subcontractor  and  so  I  have  no  health 
insurance  of  my  own,  so  I  called  FHP  to  find  out  if  I  could  get  on 
their  coverage  and  they  said  Moriarty  was  not  in  their  catenment 
area. 

It  would  be  nice  if  they  would  work  in  conjimction  with  the  doc- 
tors in  their  rural  communities  and  provide  some  type  of  a  reim- 
bursement to  the  local  doctors  as  an  incentive  to  keep  those  doctors 
there  and  to  ensure  that  residents  are  provided  coverage.  That  is 
the  first  thing. 

The  other  area  is  addressing  the  emergency  medical  services. 
When  there  is  no  hospital  in  a  rural  area,  the  ailer-hours  situation 
becomes  chaotic.  Individuals  that  may  be  suffering  fi-om  something 
as  minor  as  panic  attacks,  could  tie  up  the — I  believe  we  have  five 
ambulances. 

Mr.  Lopez.  There  are  four. 

Ms.  Robertson.  Four  ambulances  and  one  that  transports  to  Al- 
buquerque. So  I  agree  with  Mr.  Lopez  that  if  we  could  have  dollars 
fi:'eed  up  with  emergency  medical  services  to  work  in  conjunction 
with  primary  care,  mat  would  be  able  to  provide  24-hour  coverage 
when  it  is  not  financially  feasible  to  have  an  urgent  care  facility 
or  hospital  because  of  the  size  of  the  population. 

Mr.  Schiff.  Thank  you.  Mr.  McMichael,  do  you  wish  to  add  any- 
thing to  that? 

Mr.  McMichael.  I  don't  think  I  have  anything  to  add  except  I 
would  just  reinforce  the  idea  of  enticing  FHP  or  some  of  the  other 
HMOs  to  look  into  the  possibility  of  moving  a  little  further  out.  We 
have  partial  coverage  over  the  county,  but  after  talking  with  the 
FHP  people  £ind  some  others,  they  just  say  they  are  not  permitted 
to  come  this  far  into  the  rural  areas  at  the  present  time. 

Mr.  Schiff.  Mr.  Lopez. 

Mr.  Lopez.  I  wanted  to  add,  in  thinking  about  your  question 
about  general  practitioners  and  specialists,  one  of  the  things  that 
does  also  happen  in  the  rural  areas  is  that  you  get  one  physician 
into  the  rural  area  that  then  is  basically  overwhelmed  with  all  of 
the  need,  and  they  do  not  last  or  they  tend  to  null  back  and  want 
to  do  less  because  you  cannot  do  it  24  hours  a  day,  7  days  a  week. 
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The  approach  of  a  financial  incentive  would  be  important  in 
maybe  getting  some  more  physicians  into  the  community  to  relieve 
that  overwhelming  burden  that  one  person  would  by  necessity  be 
doing  if  they  were  only  the  one  that  was  there.  And  the  same  thing 
applies  with  that  cooperative  integrated  approach  in  utilizing  the 
EMS,  primary  care,  the  private  physicians  and  so  forth.  But  it  is 
important  that  the  providers  that  are  here  are  doing  it  all,  and 
after  a  while  are  just  not  capable  of  doing  that. 

Mr.  ScHiFF.  I  want  to  thank  the  panel,  Mr.  Chairman,  and  I 
3deld  back. 

Mr.  Towns.  Thank  you  very,  very  much  for  your  testimony.  As 
I  said  to  you,  you  have  been  very,  very  helpful,  because  trjdng  to 
get  health  care  to  rural  areas  is  critical;  and  it  is  not  an  easy  task. 
But  we  must  find  a  way  to  do  it  because  people  are  here,  and  we 
have  to  be  concerned  about  their  healthcare.  So  thank  you  very, 
very  much  for  your  testimony.  Thank  you,  Mr.  McMichael.  Thank 
you,  Ms.  Robertson.  And  thank  you,  Mr.  Lopez. 

Mr.  Lopez.  Thank  you.  Congressman  Towns,  Congressman 
Schiff. 

Mr.  Towns.  Our  next  panel  consists  of  Elizabeth  Reil,  director  of 
Moimtainair  Clinic,  please  come  to  the  witness  stand;  Mike  West, 
administrator  of  the  Hope  Medical  Center,  please  come  forward; 
and  Linda  Lujan,  ofiice  manager  of  Mountainair  Chnic,  please 
come  forward. 

Let  me  say  first  of  all,  your  entire  statements  will  be  included 
in  the  record,  so  we  would  hope  that  you  could  summarize  within 
5  minutes.  We  have  a  light,  as  you  probably  heard  me  say,  that 
will  sort  of  help  remind  you  when  5  minutes  are  up.  I  know  some- 
times when  we  get  started  we  lose  track  of  time.  I  have  it  for  us 
up  here  because  we  lose  track  of  time  as  well. 

So  why  don't  we  start  with  you,  Ms.  Reil,  and  welcome. 

STATEMENT  OF  ELIZABETH  REIL,  R.N.,  M.S.N.,  DIRECTOR, 

MOUNTAINAIR  CLINIC 

Ms.  Reil.  Thank  you,  Mr.  Chairman,  Representative  Schiff.  I 
have  been  asked  to  address  the  needs  and  solutions  and  ways  in 
which  the  Federal  Grovemment  could  help  in  the  rural  areas.  I 
have  been  involved  with  the  Mountainair  CHnic  basically  since 
January  1994. 

The  needs  that  I  see  in  the  rural  areas  are  recruitment  of  the 
appropriate  health  care  officials  or  professionals  rather,  physicians, 
nurse  practitioners,  nurses,  social  workers,  mental  health  profes- 
sionals, adequate  facilities  in  the  rural  areas,  as  well  as  appro- 
priate facilities. 

Peer  review,  I  think,  is  very  important  in  the  rural  area.  This 
does  not  happen  as  well  as  it  does  in  the  urban  areas,  because  fi*e- 
quently  there  is  only  one  physician  and  it  is  difficult  to  have  peer 
review  with  just  one. 

Community  involvement  in  the  decisionmaking  process,  better 
utilization  of  the  resources  that  are  available,  more  interaction 
among  the  providers  in  the  rural  areas  so  that  there  is  not  the  feel- 
ing of  isolation.  I  think,  as  Mr.  Lopez  mentioned  earlier,  with  one 
physician  out  here,  you  tend  to  feel  really  all  alone  and  doing  it  all 
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yourself,  so  there  needs  to  be  more  interaction  and  more  collabora- 
tion. 

The  need  to  drop  the  turf  walls  among  the  various  entities  so 
that  EMS,  the  providers,  the  schools  work  more  closely  together  to 
provide  the  health  care  education  that  is  needed. 

An  appropriate  referral  system  in  place  so  that  patients  can  be 
transferred  to  a  hospital  and  then  sent  back  to  the  clinic,  and  that 
may  mean  that  not  every  area  will  have  an  urgent  care  center  or 
a  hospital,  but  an  appropriate  system  so  that  uiey  can  get  to  the 
specialist  if  that  is  what  is  necessary. 

Solutions  to  these  needs  would  include  community  decisionmak- 
ing training;  the  establishment  of  advisory  committees  in  the  com- 
mimity  so  that  the  community  takes  responsibility  for  their  health 
care;  increased  number  of  primary  care  slots  in  medical  schools;  in- 
creased number  of  rotations  in  rural  health  so  that  those  going  to 
school  understand  the  needs  and  maybe  find  a  place  in  rural  care; 
seed  monevs  for  programming  for  training  so  that  we  can  better 
train  our  EMS  or  heai  Ith  care  professionals. 

And  ways  that  I  see  the  Federal  Government  could  help  is  uni- 
versal coverage,  which  would  improve  the  financial  access;  but  then 
we  need  to  look  at  the  availability  of  providers,  enhanced  dollars 
for  primary  care  in  rural  areas,  and  more  opportunities  for  learning 
about  the  rural  health  care  needs. 

Thank  you  for  the  opportunity  of  sharing,  Mr.  Chairman. 

[The  prepared  statement  of  Ms.  Reil  follows:] 

Prepared  Statement  op  Elizabeth  Reil,  R.N.,  M.S  J^.,  Director,  Moutainair 

Clinic 

I  have  been  asked  to  address  rural  health  care  problems,  what  has  been  done  to 
solve  these  problems  and  what  the  federal  government  can  do  to  help. 
I  have  been  involved  with  the  clinic  in  Mountainair  since  January,  1994. 
The  healthcare  needs  of  the  rural  areas  include  the  following: 

1.  Recruitment  of  health  care  professionals  to  the  appropriate  rural  areas.  This 
includes  physicians,  nurse  practitioners,  physician  assistants,  nurses,  social 
workers  and  mental  health  professionals. 

2.  Adequate  facilities  in  the  rural  areas. 

3.  Peer  Review — does  not  happen  adequately  because  of  the  inadequate  num- 
bers of  providers.  Frequently  only  one  provider  in  a  community. 

4.  Community  involvement  m  decision  making  process. 

5.  Better  utilization  of  resources  that  are  available. 

6.  More  interaction  among  the  providers  that  are  available  so  that  there  is  no 
a  feeling  of  isolation. 

7.  Drop  'inirf  walls  among  the  various  entities — EMS,  primary  care  providers, 
schools,  etc. 

8.  Access  to  health  care — ^both  financial  as  well  as  providers. 

9.  Appropriate  referral  system  in  place  so  that  patients  can  be  referred  to  area 
hospitals  and  then  have  continued  follow  up  in  the  community. 

Solutions  to  these  needs  include: 

1.  Community  decision  making  training. 

2.  Establishment  of  advisory  committees  in  the  community. 

3.  Increased  number  of  primary  care  slots  in  medical  schools. 

4.  Increased  number  of  rotations  in  rural  health. 

5.  Seed  monies  to  begin  programs 
Ways  federal  government  could  help: 

1.  Universal  coverage  would  improve  financial  access,  but  would  not  resolve  is- 
sues if  providers  are  not  available. 

2.  Enhanced  dollars  for  primary  care  in  rural  areas  and  opportunities  for  health 
care. 

Mr.  Towns.  Thank  you  for  your  testimony.  You  have  been  ex- 
tremely helpful. 
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Ms.  Lujan. 

STATEMENT  OF  UNDA  LUJAN,  OFFICE  MANAGER, 
MOUNTAINAIR  CLINIC 

Ms.  Lujan.  Thank  you  for  having  me  here  today.  I  work  for  a 
UNM  hospital  in  a  dinic  in  Mountainair.  I  am  office  manager,  and 
before  that  I  worked  for  Dr.  Saul.  Do  any  of  you  know  Dr.  Saul? 
You  never  met  Dr.  Saul? 

He  worked  in  Mountainair  for  about  45  years.  He  came  from 
Reading,  PA,  when  he  was  37  years  old  and  he  dedicated  his  whole 
life  to  serving  the  people  of  Torrance  County.  Most  of  the  time  he 
did  it  on  his  own. 

I  realize  that  the  way  Dr.  Saul  practiced  medicine  is  not  heard 
of  in  this  modem  day  of  medicine,  but  I  feel  that  I  have  to  tell  you 
about  him  because  he,  himself,  is  able  to  take  care  of  all  the  needs 
of  all  the  people  in  Torrance  County.  He  was  on  call  24  hours  a 
day.  He  never  really  charged  for  any  of  his  visits.  I  am  sorry,  I  am 
so  nervous. 

Our  medical  needs  in  Torrance  County  and  rural  America  are 
just  as  urgent  as  those  in  big  cities  where  there  is  an  urgent  care 
center  aroimd  every  comer  and  emergency  rooms  available  to  those 
that  need  them.  We  have  the  same  urgent  emergency  care  situa- 
tions taking  place  here  that  you  have  in  the  cities.  The  only  dif- 
ference is  that  it  takes  us  IV2  hours  to  get  to  any  emergency  room. 

There  have  been  people  when  I  worked  for  Doc  that  did  not  make 
it  to  the  hospital.  Because  of  the  lack  of  equipment  that  we  had  in 
our  office,  people  died  in  our  office.  Kids  died  in  our  office  when 
they  were  mn  over  by  a  car,  heart  attacks,  we  lost  a  lot  of  people 
in  our  office  from  heart  attacks  because  we  just  did  not  have  the 
equipment  to  keep  them  alive.  For  the  little  2-year-old  boy  who  did 
not  make  it  to  the  hospital,  he  was  run  over  in  his  driveway  by  his 
aunt.  By  the  time  they  got  him  to  us,  there  was  nothing  we  could 
do  for  him.  He  died  on  tne  examining  table.  It  took  the  ambulance 
about  IV2  hours  to  get  to  the  office.  From  there  it  took  another  IV2 
hours  to  get  to  Albuquerque.  The  boy  died. 

We  had  a  little  girl  who  had  a  really  bad  infection.  Her  parents 
were  new  in  the  area  and  did  not  know  that  Dr.  Saul  would  have 
been  able,  in  the  middle  of  the  night,  to  help  them  with  this  little 
girl.  They  brought  her  in  the  next  day  and  she  was  so  sick  when 
they  brought  her  in  she  died  in  the  mother's  arms  in  our  office.  The 
ambulance  did  not  make  it  to  pick  her  up  and  take  her  in.  i 

I  feel  that  we  need  a  new  facility  in  Mountainair,  totally 
equipped  to  help  all  these  people  with  emergency  situations  on  a  | 
day-to-day  basis.  I  would  like  it  to  be  equipped  with  emergency,  j 
with  an  emergency  room,  not  totally  equipped  like  in  Albuquerque, 
but  something  that  would  help  keep  our  patients  alive  while  the  | 
ambulance  made  it  to  our  office.  i 

I  don't  know  how  much  that  would  cost  and  what  it  would  take,  | 
but  I  would  like  for  it  to  be  open  to  all  the  EMTs.  Dr.  Saul  used  f 
to  open  the  office  to  all  the  EMTs  and  everyone  had  access  to  our  | 
office  and  he  worked  together  with  them,  and  I  would  like  for  us 
to  work  with  the  EMTs  in  a  new  facility  and  have  them  have  ac-  [ 
cess  to  all  the  equipment,  because  Dr.  Patrick  and  Ms.  Hanaway  I 
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cannot  be  on  call  like  Dr.  Saul  was  24  hours  a  day;  they  just  can- 
not. 

Dr.  Saul  gave  his  whole  life  to  Torrance  County.  He  had  no  chil- 
dren. He  had  no  life.  Really  his  whole  life  was  serving  Torrance 
County.  And  I  really  wish  we  could  get  some  more  doctors  out  here, 
if  we  could,  to  have  24-hour  care  in  our  county  to  help  all  these 
people  who  are  without  care  in  the  middle  of  the  night  or  after 
hours.  And  we  cannot  really  expect  the  EMTs  to  do  all  of  this,  can 
we?  We  cannot.  We  just  cannot.  That's  all  I  have  to  say. 

[The  prepared  statement  of  Ms.  Lujan  follows:] 

Prepared  Statement  of  Linda  Lujan,  Office  Manager,  Mountainair  CLmic 

My  name  is  Linda  Lujan.  I  am  here  today  to  give  my  testimony  because  of  my 
concerns  for  the  health  care  needs  of  the  residents  of  Torrance  CJounty.  With  the 
exception  of  2  years  I  have  lived  in  Torrance  County  all  of  my  40  years.  I  was  bom 
in  Mountainair  in  a  hospital  which  W£is  fully  operational  at  the  time. 

I  am  presently  employed  by  University  Hospital  as  Office  Manager  for  the 
Mountainair  Clinic.  I  started  working  for  University  Hospital  after  the  hospital  took 
over  Dr.  Robert  J.  Saul's  practice.  Dr.  Saul  passed  away  in  February  of  this  year. 
Dr.  Saul  and  I  worked  together  for  approximately  15  years.  During  that  time  1  as- 
sisted Dr.  Saul  with  all  clerical  and  technical  aspects  of  the  clinic  including  but  not 
limited  to  patient  triage,  house  calls,  emergency  calls  etc. 

The  knowledge  and  skiUs  that  I  nave  regarding  medicine  were  learned  from  my 
teacher.  Dr.  Saul,  conferences  and  on  the  job.  My  compassion  for  the  sick  came  from 
working  along  side  of  this  dedicated  man  who  came  from  Reading,  Pennsylvania 
when  he  was  37  years  old  and  who  dedicated  his  life  to  serving  the  medical  needs 
of  the  people  of  Torrance  County. 

I  realize  that  Dr.  Saul  practiced  medicine  in  a  way  that  is  not  heard  of  in  this 
"modem"  day  of  medicine,  but  I  feel  I  must  tell  you  about  him  and  his  practice  be- 
cause of  his  unique,  caring,  kind  ways.  This  one  man  was  able  to  care  for  all  the 
needs  of  the  people  in  Torrance  county.  Dr.  Saul  was  so  committed  to  the  people 
of  Torrance  County  that  he  never  really  had  a  life  of  his  own,  he  gave  up  any  chance 
of  ever  becoming  a  rich  man  and  he  was  on  call  24  hours  a  day. 

Our  medical  needs  in  Torrance  County  and  rural  America  are  just  as  urgent  as 
those  in  the  big  cities  where  there  are  urgent  care  centers  around  every  comer  and 
emergency  rooms  available  to  those  that  are  in  need  of  them.  We  have  the  same 
urgent/emergency  situations  taking  place  here  that  the  cities  have.  The  only  dif- 
ference is  that  it  takes  us  an  hour  and  a  half  to  get  to  the  nearest  emergency  room. 
There  have  been  times  when  people  didn't  make  it  to  the  nearest  emergency  room 
and  died  on  their  way  into  tne  city.  Heart  attacks  are  a  common  emergency.  We 
had  several  patients  die  in  our  office,  in  their  homes  and  in  route  to  the  hospital 
by  ambulance.  Many  of  these  people  could  have  been  saved  if  we  would  have  had 
the  proper  equipment.  Dr.  Saul  could  not  afford  any  of  this  eqpiipment  and  at  the 

g resent  time  the  community  does  not  have  this  equipment  needed.  The  Mountainair 
ilinic  must  be  able  to  handle  all  types  of  accidents  and  other  emergencies  as  they 
arise. 

There  was  a  boy  brou^t  to  our  office  who  had  been  in  a  4-wheeler  accident.  He 
was  in  the  car  with  massive  head  injuries  and  unconscious.  There  was  nothing  we 
could  do  in  the  office.  His  only  hope  was  to  put  him  in  an  ambulance  and  get  him 
to  an  emergency  room  as  soon  as  possible.  Dr.  Saul  was  not  in  the  office  at  the  time 
or  he  would  have  gone  with  the  boy  to  the  hospital.  They  lost  him  several  times 
on  the  way  to  Albuquerque  but  the  paramedics  were  able  to  bring  him  back  and 
keep  him  alive.  The  strain  on  the  parents  must  have  been  enormous  for  that  IVz 
hour  ride  to  Albuquerque.  This  chila  was  lucky,  he  survived. 

There  was  a  little  2  year  old  boy  who  wasn  t  so  lucky!  He  died  in  our  office  when 
he  was  accidently  run  over  by  a  car  in  his  drive  way.  There  was  a  seven  year  old 
girl  who  also  died  in  our  office.  Her  parents  were  new  in  the  area  and  were  not 
aware  that  Dr.  Saul  would  have  been  available  to  them  in  the  earlv  morning  hours 
when  their  little  daughter  was  so  seriously  ill  with  an  infection,  which  at  the  time 
had  struck  several  children  in  Albuquerque.  Dr.  Saul  never  hesitated  at  any  hour 
of  the  day  or  night  to  see  his  patients. 

Weekends  were  the  worst  for  emergencies  just  as  in  Albuquerque.  People  tend  to 
drink  too  much  and  this,  of  course,  causes  all  types  of  emergencies.  Today  the  ambu- 
lance crew  handles  all  emergencies  in  the  evenings  and  on  weekends,  before  this 
it  was  Dr.  Saul  who  handled  all  of  the  emergencies,  day,  night,  weekends,  any  time. 
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Dr.  Saul  continued  to  handle  all  emei^encies  and  all  medical  crisis  until  his  illness 
became  too  debilitating,  Dr.  Saul  was  76  years  old  and  had  only  stopped  seeing  pa- 
tients three  months  prior  to  his  death  from  cancer. 

There  is  a  great  need  for  24  hour  medical  care  in  Torrance  County.  There  is  also 
a  need  for  a  new  facility  in  Mountainair  to  handle  the  day-to-day  medical  problems 
of  the  people  in  Mountainair,  the  surrounding  area  and  all  of  Torrance  County. 

On  a  day  to  day  basis  when  the  clinic  is  open  5  days  a  week  we  see  an  average 
of  15  patients  per  day.  Many  of  our  patients  are  senior  citizens  with  fixed  incomes 
who  are  unable  to  make  the  trip  to  Albuquerque  to  see  specialists  for  follow-up  care 
or  consultations.  These  seniors  rely  heavily  on  relatives  or  must  pay  someone  to 
drive  them  into  Albuquerque.  A  facility  in  Mountainair  where  these  needs  could  be 
met  would  greatly  help  not  only  this  patient  population  but  all  of  our  other  patients. 
In  years  past  when  "Doc"  and  I  worked  together  I  would  drive  to  the  homes  of  our 
senior  patients  and  pick  them  up  for  their  clinic  appointments,  pidc  up  their  pre- 
scriptions from  the  drugstore,  across  the  street,  and  then  take  the  patients  home. 
K  the  patient  was  unable  to  come  to  the  clinic  "Doc"  and  I  would  do  home  visits. 

Currently  we  do  not  have  x-ray  equipment  should  there  be  possible  broken  bones. 
All  of  this  makes  it  very  difficult  for  patients  with  limited  resources  or  fixed  income 
to  pay  for  a  trip  to  Albuquerque  for  certain  types  of  medical  care.  There  are  many 
people  in  Mountainair  wno  are  on  Medicaid,  Medicare  or  those  who  have  no  insur- 
ance at  all. 

There  is  currently  a  combination  grant,  indigent  fund  that  is  set  up  to  help  those 
persons,  who  meet  certain  criteria,  to  get  assistance  with  their  clinic  visit  bill.  Mfinv 
people  in  Torrance  County  who  do  have  jobs  must  still  take  an  entire  day  off  work 
to  drive  themselves  or  their  family  member  to  Albuquerque  or  Belen  for  medical 
care  that  cannot  be  provided  in  our  clinic. 

The  building  currenthr  being  used  is  the  same  building  "Doc"  used  for  40  years. 
The  building  is  over  75  years  old,  leaks  when  it  rains  and  has  a  heating  system 
that  is  even  older  than  the  antiquated  x-ray  machine  that  is  in  the  clinic  and  is 
inoperable.  "Doc's"  lab  consisted  of  a  microscope,  centrifuge,  and  several  test  tubes 
we  sterilized  in  our  antique  sterilizer.  The  clinic  currently  has  no  air  conditioning. 
We  were  able  to  convert  2  rooms  into  exam  rooms  and  now  have  3  exam  rooms  but 
the  inside  walls  are  made  of  cardboard  panels,  that  do  not  go  entirely  up  to  the  ceil- 
ing, which  only  partition  the  different  rooms  offering  veiy  little  privacy. 

^oc"  was  in  private  practice  and  most  of  the  time  was  not  paid  for  his  services. 
He  could  not  afford  to  remodel  the  office,  relocate  or  eqpiip  it  with  the  proper  equip- 
ment. 

On  October  17th  Dr's  Patrick  and  Lisa  Hanaway  wiU  be  at  the  Mountainair  Clin- 
ic. We  are  very  fortunate  to  have  these  two  doctors  who  are  willing  to  move  to  our 
area  and  practice  medicine  in  this  rural  community.  We  cannot  expect  the  doctors 
to  be  on  call  24  hours  a  day  as  Dr.  Saul  was.  They  will  need  help  to  handle  all  the 
medical  needs  of  the  local  community,  surrounding  villages  and  Torrance  County  in 
general.  We  are  in  need  of  a  new  facility  and  eqpiipment  to  properly  care  for  aU  the 
medical  needs  of  Torrance  County.  It  would  be  wonderful  if^we,  as  a  community  or 
County,  could  get  together  and  raise  the  money  to  build  a  new  facility  but  that, 
again,  would  taie  years. 

Therefore,  at  this  point  I  believe  we  need  help  from  the  federal  government  to 
help  us  with  the  problems  we  are  facing  here  in  Torrance  County  and  in  all  rural 
communities  throughout  New  Mexico. 

Mr.  Towns.  Thank  you  very  much,  Ms.  Lujan,  for  your  testi- 
mony. 
Mr.  West. 

STATEMENT  OF  MIKE  WEST,  ADMINISTRATOR,  HOPE  MEDICAL 

CENTER 

Mr.  West.  I  am  the  administrator  of  Hope  Medical  Center  here 
in  Estancia.  I  work  for  a  company  called  Presbyterian  Medical 
Services.  We  are  a  nonprofit,  community-based  primaiy  health  care 
center,  a  330  community  health  care  center  grantee.  We  have  been 
here  in  Estancia  since  1988. 

When  the  Hope  Medical  Center  became  a  part  of  the  organiza- 
tion, no  additional  Federal  dollars  were  awarded  to  the  clinic.  To 
assure  this  clinic  could  receive  designation  as  a  federally  qualified 
health  center,  Presbyterian  Medical  Services  revised  its  scope  of 


39 

work  and  its  330  budget  to  include  Hope  and  to  provide  a  small 
amount  of  Federal  money  to  the  clinic. 

In  1991  and  1992,  the  clinic  was  approved  for  Federal  funding 
but  unfunded.  Then  in  1993,  it  was  dropped  from  the  list  of  ap- 
proved but  imfunded  projects  and  we  were  told  to  reapply — begin- 
ning the  process  all  over  again. 

It  would  be  our  recommendation  that  once  you  are  on  the  list  for 
Federal  funding  that  you  not  be  taken  off  until  you  are  funded  in- 
stead of  having  to  reapply  continually. 

There  has  been  a  lot  of  conversation  about  providers  out  in  the 
rural  setting  like  this.  Recruitment  and  retention  of  health  care 
professionals  is  very  difficult  for  rural  areas.  The  National  Health 
Services  Corps  has  been  instrumental  in  the  past  for  physicians, 
dentists,  nurse  practitioners  and  physician  assistants  to  many 
rural  communities  in  New  Mexico. 

During  the  1970's  and  1980's  New  Mexico  had  over  55  Corps  pro- 
viders. Unfortimately,  the  Corps  almost  died  out  between  1980  and 
1989.  By  1989  New  Mexico  had  only  four  Corps  providers.  With 
Congress  revitalizing  the  Corps  through  legislation  in  1990,  Corps 
providers  have  increased  in  New  Mexico.  By  January  1995,  we  will 
nave  over  23  Corps  scholarship,  loan  repayment  and  commissioned 
officers. 

With  basically  flat  Federal  funding  for  the  past  few  years,  it  has 
been  difficult  to  increase  the  provider  salaries  to  make  community 
health  centers  more  attractive.  Our  providers  generally  throughout 
the  State  and  rural  areas  make  70  percent  of  what  they  could 
make  in  urban  areas  for  hospitals,  HMOs  or  group  practices. 

The  Hope  Medical  Center  has  been  very  fortunate  to  have  a  phy- 
sician, the  same  physician,  working  for  us  since  1988.  At  this  time, 
we  are  trying  to  become  a  dental  health  professional  shortage  area 
so  that  we  can  recruit  a  dentist  full  time.  The  only  dental  clinic  is 
open  1  day  a  week,  2  days  a  week,  taking  Medicaid  and  sliding  fee 
scale  patients  on  the  east  side  of  the  mountains. 

Service  delivery  is  very  critical,  I  think,  because  of  transportation 
in  rural  areas.  If  the  Federal  Government  could  somehow  review 
federally  funded  programs,  such  as  the  Older  Americans  Act,  to  see 
if  additional  moneys  could  be  provided  to  purchase  more  vans  for 
senior  centers,  most  small  towns  in  rural  areas  do  have  senior  citi- 
zens, senior  centers,  and  I  think  if  there  was  a  way  to  incorporate 
funding  to  transport  people  to  get  medical  care  before  they  need  to 
use  an  EMS  system  to  get  care,  that  would  be  helpful. 

We  do  have  a  very  large  amount  of  patients  that  are  sliding  fee 
scheduled,  where  we  discount  their  visit  based  on  their  income  and 
the  percentage  of  poverty  level.  Fifly  percent  of  the  people  that 
come  into  our  clinic  meet  our  sliding  fee  scale;  those  that  are  unin- 
sured or  do  not  have  Medicaid. 

In  the  future,  I  believe  increasing  the  number  of  primary  care 
providers  in  rural  communities  is  critical.  Community  health  cen- 
ters such  as  ours  must  receive  enough  Federal  funding  to  try  to 
adequately  compete  in  the  marketplace  for  providers,  such  as, 
again,  hospitals,  HMOs,  and  larger  urban  practices. 

Trjdng  to  get  high  school  students  in  these  rural  commvmities  in- 
terested in  becoming  providers  is  vital  also.  I  think  there  is  a  large 
resource  there.  A  way  to  do  this  might  be  to  use  the  National 
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Health  Service  Corps  to  begin  marketing  high  school  students  and 
look  at  funding  not  only  for  medical  school  but  college  also. 

I  think  the  chances  of  individuals  from  the  rural  community 
going  to  college  and  on  to  medical  or  nursing  school,  the  chances 
of  them  going  back  and  providing  services  in  their  community  are 
extremely  high. 

In  regards  to  health  care  reform,  I  would  ask  any  future  initia- 
tives recognize  the  proven  track  record  of  community  health  cen- 
ters such  as  mine;  expanded  funding  for  existing  health  care  cen- 
ters so  they  may  increase  their  capacity  and  their  array  of  services; 
continued  support  for  cost-based  reimbursement  from  Medicare  and 
Medicaid  to  community  health  centers  who  are  designed  as  feder- 
ally quaUfied  health  centers — ^this  has  allowed  many  health  centers 
to  do  some  expansion,  but  primarily  has  helped  them  to  keep  up 
with  inflation  as  the  Federal  moneys  have  not  kept  pace — contin- 
ued funding  of  the  National  Health  Services  Corps,  giving  consider- 
ation to  possibly  funding  a  program  to  interest  high  school  students 
and  assisting  in  their  college  expenses.  I  would  also  like  to  see 
States  have  some  more  flexibility  and  input  on  how  best  to  serve 
their  citizens. 

Thank  you. 

[The  prepared  statement  of  Mr.  West  follows:] 

Prepared  Statement  of  Mike  West,  Administrator,  Hope  Medical  Center 

Mr.  Chairman,  Rep.  Schiff,  Committee  Members  and  Invited  Guests: 
My  name  is  Mike  West  and  I  am  the  Administrator  of  the  Hope  Medical  Center 
here  in  Estancia, 

The  Hope  Medical  Center  is  a  community-based  primary  health  care  center  oper- 
ated by  Presbyterian  Medical  Services  of  Santa  Fe.  We  provide  primary  care  serv- 
ices including  medical,  dental,  radiological  and  pharmacy  to  residents  of  Estancia 
and  surrounding  areas. 

Althou^  the  Hope  Medical  Center  has  been  in  existence  for  over  20  years,  the 
care  provided  was  intermittent  until  Presbyterian  Medical  Services  took  over  its  op- 
eration in  1988.  Since  that  time,  the  clinic  has  been  staffed  five  days  per  week  by 
a  Board  Certified  Family  Practice  Physician  and  a  part-time  Dentist,  as  well  as, 
support  staff. 

Although  Presbyterian  Medical  Services  is  a  PHS-330  Community  Health  Center 
Grantee,  when  the  Hope  Medical  Center  became  a  part  of  the  organization,  no  addi- 
tional federal  doUars  were  awarded.  To  assure  this  clinic  could  receive  desi^ation 
as  a  Federally  Qualified  Health  Center,  Presbyterian  Medical  Services  revised  its 
Scope  of  Work  and  its  330  budget  to  include  Hope  and  to  provide  a  small  amount 
of  federal  money  to  the  clinic  from  its  existing  330  doUars. 

In  1991  and  1992  the  clinic  was  approved  for  federal  funding  but  unfunded.  Then, 
in  1993,  it  was  dropped  fix)m  the  list  of  approved  but  unfunded  projects  and  we  were 
told  to  reapply — ^beginning  the  process  all  over  again. 

It  is  our  recommendation  that  once  a  program  like  the  Hope  Medical  Center  is 
approved  for  federal  funding,  it  should  remain  on  the  list  until  it  is  funded  and 
should  not  continue  to  be  required  to  apply  again  as  a  new  appUcant. 

RECRUITMENT  AND  RETENTION 

Recruitment  and  retention  of  health  care  professionals  in  rural  areas  is  difficult. 
The  National  Health  Services  Corps  has  been  instrumental  in  providing  physicians, 
dentists,  nurse  practitioners  and  physician  assistants  to  many  rural  communities  in 
New  Mexico. 

From  the  mid-1970's  until  1980,  New  Mexico  had  over  55  NHSC  Corps  providers. 
Unfortunately,  the  Corps  almost  died  out  between  1980-89  and  by  1989  New  Mexico 
had  only  4  Corps  providers. 

With  Congress  revitalizing  the  Corps  through  legislation  in  1990,  Corps  providers 
have  increased  in  New  Mexico.  By  January  1995,  we  wiU  have  over  twenty-three 
Corps  scholarship,  loan  repayment  and  commissioned  officers.  These  include  physi- 
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cians,  dentists,  nurse  practitioners  and  physician  assistants.  We  strongly  support 
and  encourage  increased  funding  for  this  program. 

With  basically  flat  federal  funding  for  the  past  few  years,  it  has  been  difficult  to 
increase  provider  salaries  to  make  community  health  centers  more  attractive. 

In  New  Mexico,  providers  who  work  in  community  health  centers  earn  approxi- 
mately 70%  of  their  peers  who  work  in  private  practice,  health  maintenance  organi- 
zations or  hospitals.  In  addition,  today  when  recruiting  providers,  many  times  you 
must  also  recruit  the  spouse,  which  may  require  finding  the  spouse  employment, 
too.  This  can  be  difficult  in  very  rural  areas. 

This  past  year  the  N.M.  Legislature  did  increase  the  Rural  Primary  Health  Care 
Act  to  assist  us  in  increasing  provider  salaries,  althou^  there  is  no  guarantee  the 
money  will  continue  next  year. 

The  Hope  Medical  Center  has  been  fortunate  in  that  our  physician  has  been  with 
the  clinic  since  1988.  At  this  time,  we  are,  however,  tr>dng  to  get  a  federal  designa- 
tion for  a  Dental  Health  Professional  Shortage  Area  (HP^)  which  would  enable  us 
to  recruit  a  Corps  dentist. 

SERVICE  DELIVERY 

Although  problems  in  service  delivery  in  rural  areas  may  vary  somewhat,  the 
overriding  problem  is  the  lack  of  transportation.  Many  rural  citizens  may  not  have 
transportation,  especially  the  poor  and  elderly.  Many  times  this  results  in  a  delay 
in  seeking  medical  care  which  can  result  in  an  ambulance  ride  to  an  Emergency 
Room. 

If  the  federal  government  could  somehow  review  other  federally  ^nded  programs, 
such  as  the  Older  Americans  Act  to  see  if  additional  monies  could  be  provided  to 
purchase  more  vans  for  Senior  Centers,  these  vans  could  be  utilized  to  transport 
people  to  medical  appointments.  In  some  rural  areas  of  our  State,  some  senior  cen- 
ters are  transporting  seniors  to  medical  appointments,  but  it  is  limited  as  the  mon- 
ies available  are  veiy  small.  The  reason  I  bring  up  senior  centers  is  that  almost 
every  rural  community,  no  matter  how  small,  has  a  senior  center  and  meals  pro- 
gram. There  would  i>robably  need  to  be  permissive  language  in  the  Older  Americans 
Act  to  allow  non-seniors  to  utilize  these  services. 

Another  service  delivery  problem  is  the  inability  to  expand  clinic  hours  to  provide 
more  access.  The  difliculty  in  doing  this  is  both  in  finding  additional  providers  and 
paying  for  expanded  hours  of  operation.  The  NJV(.  Legislature  in  the  1994  Session 
did  provide  some  monies  to  assist  us  in  this  endeavor  through  the  Rural  Primary 
Health  Care  Act.  The  Hope  Medical  Center  did  receive  monies  to  hire  an  additional 
provider  and  support  stan  to  open  the  clinic  on  Saturday.  You  must  remember  that 
in  many  rural  communities,  the  health  center  may  only  be  staffed  by  one  provider 
and,  therefore,  to  expand  services  another  provider  must  be  recruited. 

With  over  50%  of  the  Hope  Medical  Center  patients  receiving  services  under  the 
sliding  fee  schedule,  it  is  difficult  to  ^nerate  adequate  revenue  to  cover  these  costs. 
Federal  330  funding  has  remained  fairly  flat  since  the  late  1980*3. 

Communication  is  also  a  challenge  in  service  delivery  in  rural  areas.  Although  we 
have  an  excellent  weekly  newspaper,  not  everyone  receives  it.  Many  rursd  residents, 
especially  the  poor,  do  not  have  telephones,  and  with  no  local  radio  or  television  sta- 
tion, it's  difficult  to  get  the  word  out  on  such  things  as  flu  shot  clinics,  immuniza- 
tions or  well  child  clinics.  Fortunately,  we  have  found  that  our  electric  compcmy  will 
put  special  events  in  their  monthly  bills  which  has  worked  fairly  well. 

INCREASING  PRIMARY  CARE  PROVIDERS 

We  do  believe  that  increasing  the  number  of  primary  care  practitioners  will  assist 
rural  communities  in  recruiting  more  of  them.  But  increasing  the  numbers  available 
to  recruit  is  only  one  part  of  trie  solution.  Community  health  centers  must  receive 
enou^  federal  fiinding  to  try  to  adequately  compete  in  the  marketplace  for  provid- 
ers against  such  entities  as  hospitals,  HMO*s,  and  larger  urban  group  practices. 

Trying  to  get  high  school  students  in  these  rural  communities  interested  in  be- 
coming providers  is  vital.  A  way  to  do  this  is  to  have  the  National  Health  Service 
Corps  Degin  marketing  to  high  school  students  and  look  at  funding  not  only  medical 
school,  but  providing  some  type  of  financial  support  for  college.  Many  rural  high 
school  students  dismiss  medical  school  or  nurse  practitioner  school  because  of  the 
cost.  If  we  could  recruit  individuals  from  small  rural  communities  to  go  to  college 
and  on  to  medical  or  nursing  school,  the  chances  of  them  going  back  and  providing 
services  in  their  community  are  extremely  high. 

HEALTH  CARE  REFORM 

We  would  ask  that  any  fiiture  health  care  reform  initiatives  recognize: 
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(1)  The  proven  track  record  of  community  health  centers  as  cost  effective,  cul- 
turally sensitive  and  community  based  organizations  who  have  provided  excellent 
health  care  services  to  the  poor  and  underserved  for  over  25  years. 

(2)  Expanded  funding  for  existing  health  centers  so  that  they  may  increase  their 
capacity  and  their  array  of  services,  which  will  enable  us  to  serve  more  economically 
and  geographically  disadvantaged  citizens.  Community  health  center  funding  has 
remained  fairly  flat  for  the  past  several  years  and  any  new  health  centers  which 
have  been  funded  have  come  at  the  expense  of  the  existing  330  grantees. 

(3)  Continued  support  of  cost-based  reimbursement  by  Medicare  and  Medicaid  to 
community  health  centers  who  are  designated  as  Federally  Qualified  Health  Cen- 
ters. This  has  allowed  health  centers  to  do  some  expansion  but  primarily  has  helped 
them  keep  up  with  inflation  as  the  federal  monies  have  not  kept  pace. 

(4)  Continued  Ainding  of  the  National  Health  Services  Corps,  giving  consideration 
to  possibly  funding  a  program  to  interest  high  school  students  and  assisting  in  their 
college  expenses. 

(5)  AUow  states  some  flexibility  and  input  on  how  to  best  serve  their  citizens. 

Mr.  Chairman,  Congressman  Schiff  and  Committee  Members,  thank  you  for  this 
opportunity  to  address  you.  I  would  be  happy  to  answer  any  questions  you  may 
have. 

Mr.  Towns.  Thank  you  very  much,  Mr.  West,  for  your  testimony. 
Let  me  thank  all  of  you. 

Let  me  begin  by  first  asking  you,  Ms.  Reil.  You  mentioned  the 
recrxiitment  and  you  mentioned  basically  all  the  people  that  pro- 
vide service.  But  you  did  not  mention  physician  assistants.  Was 
there  a  reason  for  that? 

Ms.  Reil.  I  just  forgot  to.  Because  I  think  physician  assistants 
can  be  just  as  valuable  in  the  rural  setting  as  any  of  the  other 
ones,  with  backup  from  a  physician  maybe,  for  instance,  from  Tor- 
rance County  and  the  Albuquerque  area,  some  backup  sort  of 
things.  But  physician  assistants,  we  have  one  working  in  the 
Mountainair  Clinic  now. 

Mr.  Towns.  Before  I  ask  this,  I  have  been  very  involved  with 
nurse  practitioners.  I  think  that  they  play  a  very  important  role  in 
this  whole  health  care  mix.  What  is  the  attitude  in  the  rural  areas 
in  reference  to  nurse  practitioners? 

Ms.  Reil.  My  perception  of  the  attitude  in  Mountainair,  particu- 
larly, is  the  nurse  practitioners  and  the  physicians  assistants  are 
very  well  received.  They  see  the  nurse  practitioner  as  a  primary 
care  provider,  and  someone  that  they  can  always  be  in  touch  with. 
So  my  perception  is  that  nurse  practitioners  are  well  received. 

Mr.  Towns.  You  mentioned,  too,  the  community  decisionmaking 
in  training.  What  do  you  mean  by  that?  What  would  that  consist 
of  I  think  is  what  I  want  to  know. 

Ms.  Reil.  I  think  that  many  times  the  rural  communities  do  not 
always  feel  that  they  have  the  ability  to  make  decisions  about  their 
own  health  care.  And  I  think  frequently  big  cities  and  big  organiza- 
tions can  come  into  the  rural  commimity  and  say  this  is  the  way 
it  ought  to  be  done.  And  I  think  the  community  has  the  right  to 
choose  the  kind  of  health  care  provider,  health  care  system  they 
want,  but  we  need  to  work  with  them  to  train  them  to  take  that 
responsibility. 

Mr.  Towns.  Interesting  point,  rather  than  to  just  sort  of  sit  and 
allow  someone  to  say  this  is  what  happens  and  the  people  there  are 
not  really  being  made  a  part  of  that  process. 

Ms.  Reil.  Right. 
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Mr.  Towns.  The  other  thing  that  I  would  like  to  talk  about  is 
that  I  think  one  of  you  mentioned  the  lack  of  equipment.  I  think 
it  might  have  been  you,  Ms.  Lujan. 

Were  you  suggesting  that  maybe  we  set  up  a  facility  and  then 
recruit  medical  people  to  come  in  after  we  put  the  necessary  equip- 
ment in  and  say  here  is  a  facility;  if  you  come  in,  we  will  provide 
you  with  malpractice  insurance  or  we  will  give  you  some  other  in- 
centives? 

Or  the  other  avenue  might  be,  which  I  keep  hearing  here,  is  loan 
forgiveness.  I  think  that  if  you  are  able  to  attract  a  local  person 
right  out  of  high  school,  I  think  you  are  right,  I  think  they  are  apt 
to  go  to  high  school  and  college  and  return  here.  That  has  a  lot  of 
potential  in  recruit  a  health  provider.  And  in  a  loan  forgiveness  sit- 
uation, if  they  come  back  into  the  area  and  work  in  the  area,  they 
would  not  have  to  pay  the  money  back. 

Do  you  think  we  would  be  able  to  attract  a  lot  of  locals?  Because 
I  think  you  are  better  off  when  you  attract  somebody  from  the  area 
rather  than  attracting  somebody  from  Chicago  or  Ohio  and,  of 
course,  you  do  not  have  a  lot  of  Dr.  Sloans  around  here. 

Ms.  Lujan.  Saul,  S-A-U-L. 

Mr.  Towns.  Saul,  yes.  Fm  sorry.  Dr.  Sauls. 

But  the  point  is  that  locally  you  probably  could  get  the  same 
kind  of  response  from  some  young  people  that  would  want  to  come 
back.  But  when  you  have  a  loan  and  you  have  children,  it  is  just 
normal  that  you  go  where  you  can  get  the  resources  to  be  able  to 
pay  that  back,  not  that  you  do  not  have  some  commitment  and 
dedication.  But  I  think  we  need  to  structure  a  program  wherein  a 
local  person  could  come  back  in  and  work  and  not  feel  the  kind  of 
financial  burden  that  you  feel  when  you  have  education  loans. 

I  think  that  that  person  would  feel  very  comfortable  coming  back 
and  would  love  to  come  back,  but  someone  mentioned  that  they 
make  70  percent  less  than  they  would  make  some  other  places.  I 
think  if  you  have  a  loan  and  you  have  a  wife  and  children  and  you 
have  other  obligations,  you  cannot  ask  a  person  to  give  up  all  of 
that  to  come  back  to  provide  healthcare  services. 

But  I  think  we  can  create  the  atmosphere  and  climate  for  the 
person  to  come  back  here  and  they  would  enjoy  being  back  here. 
I  must  admit  I  sort  of  like  this  open  space,  myself. 

Mr.  ScHlFF.  But  not  as  a  Congressman. 

Mr.  Towns.  I  am  not  going  to  run  against  you. 

Any  comments  on  that?  I  just  threw  it  out  there. 

Mr.  West.  I  think  loan  repajmient,  from  what  I  understand,  will 
pay  for  medical  school.  If  there  is  a  way  to  investigate  the  possibil- 
ity of  not  only  just  paying  for  medical  school  and  nurse  practitioner 
school,  but  having  a  program  of  loan  repayment  for  the  college  it- 
self, I  think  that  folks  in  rural  communities  like  this  would  love  to 
come  back,  despite  not  being  able  to  make  as  much  money  as  they 
could  if  they  went  to  Albuquerque  because  they  are  coming  back 
to  help  their  folks.  But  the  income  that  is  in  the  counties  such  as 
this  precludes  that.  And  anybody  that  is  probably  graduating  from 
high  school  now  that  wants  to  become  a  doctor  is  looking  at  how 
do  I  pay  for  college,  and  that  financial  burden  is  something  that 
keeps  them  from  doing  so. 
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So  if  there  is  a  way  to  help  them  out  with  college  and  the  medi- 
cal school  or  the  family  nurse  practice  school,  to  get  that  paid  off 
by  going  to  a  rural  area,  I  think  that  that  would  ease — one,  it 
would  get  more  people  into  the  system;  and,  two,  ease  the  recruit- 
ment efforts  of  people  like  Elizabeth  and  myself  in  getting  people 
out  to  the  rural  community. 

Mr.  Towns.  I  thank  you  very  much,  and  at  this  time  I  would 
jdeld  to  Congressman  Scniff. 

Mr.  ScHiFF.  I  just  want  to  ask  Mr.  West,  did  I  understand  that 
the  clinic  that  you  supervise,  that  you  and  Ms.  Lujan  are  with  the 
same  clinic? 

Ms.  Lujan.  No. 

Mr.  West.  No. 

Mr.  SCHIFF.  Could  you  tell  me  again  which — ^identify  your  clinics, 
then. 

Mr.  West.  My  clinic  is  the  Hope  Medical  Center  here  in 
Estancia. 

Mr.  ScHlFF.  Oh,  you  are  in  Estancia  and  you  are  in  Mountainair, 
Ms.  Lujan? 
Ms.  Lujan.  Yes. 

Mr.  SCHIFF.  Do  I  understand  yours  is  affiliated  with  the  Pres- 
b3rterian  Hospital? 

Mr.  West.  Not  Presbyterian  Hospital.  They  are  two  different  or- 
ganizations. Presbyterian  Medical  Services  is  a  nonprofit  330  grant 
recipient.  So  we  are  different. 

Mr.  ScHiFF.  And  at  your  clinic,  your  clinic  is  here  in  Estancia. 

Mr.  West.  Yes. 

Mr.  ScHiFF.  And  it  is  open  5  days  a  week. 

Mr.  West.  Five  days  a  week.  We  have  a  pilot  Saturday  clinic,  but 
generally,  over  the  history  of  the  clinic,  we  have  been  open  5  days. 

Mr.  ScHlFF.  And  is  your  primary  medical  provider  a  medical  doc- 
tor? 

Mr.  West.  Yes,  she  is  a  board-certified  family  practitioner. 

Mr.  ScHiFF.  I  am  just  curious,  where  does  this  physician  live? 

Mr.  West.  She  lives  in  Estancia. 

Mr.  ScHiFF.  So  we  have  been  successful  there. 

Mr.  West.  Yes,  we  have. 

Mr.  SCHIFF.  We  have  what  we  want.  We  want  a  practitioner  liv- 
ing here. 

Mr.  West.  I  agree.  But  I  think  she  is  probably  the  exception 
more  than  the  rule.  As  far  as  how  long  she  has  been  here,  too.  Nor- 
mally, after  5  years,  physicians  in  rural  settings  are  not  aroimd. 
They  move  on. 

Mr.  ScHiFF.  Ms.  Lujan,  in  your  clinic,  is  that  affiliated,  in 

Mountainair,  is  that  affiliated  with  

Ms.  Lujan.  With  UNM  Hospital. 

Mr.  SCHIFF.  With  UNM  Hospital.  Is  that  right.  And  how  often  is 
your  clinic  open? 

Ms.  Lujan.  It  wasn't  open  but  only  3  days  a  week.  But  now  that 
the  Hanaways  are  coming,  it  will  be  open  5  days  a  week. 

Mr.  ScHiFF.  And  the  Hanaways  are  whom? 

Ms.  Lujan.  The  new  doctors  that  are  moving  into  Mountainair. 

Mr.  SCHIFF.  Are  they  both  physicians? 

Ms.  Lujan.  They  are  going  to  share  the  practice,  yes,  sir. 


Mr.  SCHIFF.  Do  you  know  if  they  are  going  to  live  in 
Mountainair? 

Ms.  LuJAN.  Yes,  they  are. 

Mr.  ScHiFF.  So,  again,  we  have  a  success  there. 

Ms.  LuJAN.  But  the  problem  is  the  facility  that  we  are  working 
out  of  now,  we  do  not  have  an  x-ray  machine,  we  do  not  have  any 
lab,  really,  to  speak  of.  If  anybody  comes  in  with  a  broken  bone, 
we  have  to  send  them  all  the  way  to  Albuquerque  to  have  it  tended 
to  and  they  have  to  do  the  followup  care,  too.  Lacerations,  if  it  is 
anjiihing  too  extensive,  we  cannot  handle  it  there. 

We  really  do  need  a  new  facility  in  Mountainair.  The  building  we 
work  out  of  is  about,  must  be  about  100  years  old.  It  leaks,  no  air- 
conditioning.  It  is  really  in  bad  shape. 

Dr.  Saul  was  able  to  work  out  of  there,  but  I  don't  know  if  these 
new  doctors  will.  Yes,  they  will,  but  we  should  provide  a  better  fa- 
cility. 

Mr.  SCHIFF.  Not  for  4  or  5  years. 
Ms.  LuJAN.  Yes. 

Mr.  ScHiFF.  Well,  Mr.  Chairman,  I  don't  think  I  can  ask  anymore 
questions.  The  testimony  has  been  excellent.  I  appreciate  that. 

I  just,  Mr.  Chairman,  want  to  say,  and  I  forgot  to  mention  this, 
this  is  my  fault,  when  I  was  thanking  people  for  setting  this  up 
and  being  here,  that  Mr.  Mike  Knapp,  who  is  on  Senator  Domen- 
ici's  stafl^has  been  here  for  this  entire  hearing  and  listening  and 
will  be  reporting  back  to  the  Senator. 

The  Senator  was  going  to  be  here  himself,  but  the  Senate  worked 
later  than  we  did,  I  am  told.  They  got  stuck  there  another  day, 
probably  looking  at  the  bills  we  sent  them.  So,  Mike,  thank  you 
veiy  much  for  being  here. 

Yield  back,  Mr.  Chairman. 

Mr.  Towns.  Again,  let  me  thank  the  witnesses,  too,  for  their  tes- 
timony. I  think  you  have  been  extremely  helpful,  and,  of  course,  we 
will  leave  the  record  open  for  5  days  for  additional  comments  that 
you  might  have.  Sometimes  you  sit  at  the  witness  table  and  as 
soon  as  you  get  up  you  say  there  was  something  else  I  should  have 
said  or  something  I  would  like  to  add.  We  would  like  to  extend  the 
period  of  time  for  you  to  do  that,  because  I  know  sometimes  that 
occurs.  So  we  will  hold  the  record  open  for  5  days  for  any  addi- 
tional comments  or  suggestions  you  might  have. 

Again,  we  feel  that  getting  health  care  into  the  rural  areas  is  ex- 
tremely important  and  there  must  be  a  way  to  do  it.  We  might 
have  to  create  some  incentives  to  do  it  or  whatever  it  is  we  need 
to  do  to  make  certain  it  happens.  When  we  talk  about  health  care 
reform  and  we  are  surely  going  to  reform  our  health  care  system, 
we  cannot  reform  it  and  leave  out  the  rural  areas. 

I  am  certain  your  Congressman  would  not  let  us  do  that,  so 
thank  you  very  much  for  your  testimony  and  I  look  forwc^rd  to 
working  with  your  Congressman  to  make  certain  that  we  have  ade- 
quate coverage  here  and  in  other  rural  areas  as  well.  Thank  you 
very,  very  much. 

Ms.  Reil.  Thank  you,  Mr.  Chairman. 

Mr.  West.  Thank  you. 

Ms.  LuJAN.  Thank  you. 

Mr.  Towns.  This  hearing  is  adjourned. 
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[Whereupon,  at  2:40  p.m.,  the  subcommittee  adjourned,  to  recon- 
vene subject  to  the  call  of  the  Chair.] 
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